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biographies of men who having renounced 

the livery of affected erudition, paid for their 
efficiency by sweat of brow and constant devotion 
to high purpose. No royal road to achievement 
save this has yet been found when one’s con- 
tributions are measured in terms of their value 
to the common good. 


What Price Hospital Efficiency 


Those who were thrilled by the eloquence of 
Demosthenes were likely unaware of the hand- 
icaps which harried his youth. Forgotten were 
his struggles to put clarity in a harsh and un- 
musical voice, to cure defective enunciation by 
practicing with pebbles in his mouth, to deter a 
human tendency to dissipate his time in social 
affairs by withdrawing with half shaven head to 
self imposed exile in a Grecian cave. 


T tin pages of history are replete with the 


The world’s great orator did not burst full 
blown from the brow of Zeus. No doubt there 
were among his hearers those who credited his 
vast abilities to natural gifts. The fallacy that 
“natural gifts” are the open sesame to success 
has persisted since the birth of learning. We 
hear it today when talent is exhibited, when in- 
dustry or commerce or agriculture evolves new 
instruments for the enrichment of human life. 


Presented at the Southeastern Hospital Conference, Atlanta, 
Georgia, April 9, 1937. 
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Beneficent acts of providence are complacent ex- 
planations of progress, but they pay a poor com- 
pliment to the toiler whose vision and work, as 
a rule unappreciated by his contemporaries, 
have substituted designed progress for so-called 
natural evolution. Progress and efficiency exact 
their costs. The price is always commensurate 
with the type or class of article or service trans- 
ferred. Talents, properties, good health, are 
wanted, but few are willing, or able to pay the 
price requisite to their possession. 


The daring of Amelia Earhart is a challenge 
to all red blooded Americans, but behind what 
casually appears a great adventure, tossed in the 
lap of “Lady Luck” are years of preparation. 
“Pilots are always dreaming dreams” says Miss 
Earhart and “after being just a passenger on the 
Atlantic flight of 1928, I wanted to duplicate the 
crossing alone in my own plane.” “I pursued the 
dream for four years before it became a reality 
in 1932.” Dreaming and preparation, then cour- 
age and execution. These are the attributes with 
which the pioneers along all lines have wooed suc- 
cess, the universal key with which the lock to 
unsolved human problems may be opened. 


The Modern Hospital is More Than a Hotel for 
Sick People 


The modern hospital is another example of 
much planning, of unceasing struggle. ®Over a 
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brief span of 30 years its services to the public 
have been enormously expanded. A _ boarding 
house with an operating room attached is an 
appellation applied to it in recent memory. Al- 
though many of the advances in the Science of 
Medicine had become generally appreciated with 
the opening of the present century, there was 
universal lack of application because of the 
scarcity of hospital facilities. We are not con- 
cerned here with a discussion of the causes of 
this failure to apply proven knowledge. Suf- 
fice to say that the world had been deluged with 
a wealth of practical knowledge, but hospitals, 
their equipment, and their personnel, because of 
public unconcern were inadequate to give this 
new science effective application. It is but nat- 
ural that a renaissance was to follow. Someone 
has said that “No man reforms until he first be- 
comes ashamed of what he is.” Some hospitals 
were not lacking in awareness, but by and large 
there was needed the urge to convert nineteenth 
century complacency into a yearning for larger 
and more adequately approved institutions. 


Human versus Material Values 


It is true that the cultural and spiritual ad- 
vancement of a given nation can be measured by 
the number and type of hospitals which its people 
support. When emphasis is placed upon human 
rather than upon material values, there emerges 
as a natural sequence, institutions devoted to the 
service-of the under privileged whether their 
handicap be of body, of opportunity, mind or 
spirit. Such a concept gives convincing argu- 
ment against the defeatist theory too often heard, 
that the course of human events is retrogressive. 
The recent phenomenal growth of hospitals, 
schools, churches, and the host of movements for 
human betterment belies the futile outbursts of 
the timid to the effect that subversive influences 
have man’s destiny consigned to eventual oblivion. 


It would be interesting to dwell upon the his- 
tory of ancient and medieval institutions in order 
that you might be able to contrast the primitive 
efforts of our brethren of early days with the 
miraculous achievements of our own era. Suffice 
to say that the modern hospital is the product of 
the labors of earnest and devoted men and women 
of many generations, each contributing as the 
science of medicine has laboriously uncovered the 
cause of disease and evolved remedies for allevia- 
tion or cure. Thus the hospital has climbed along 
a tortuous road, meeting and conquering in its 
stride man’s credulity, ignorance, mysticism, and 
establishing at last the indisputable fact that 
concern for the well being of one’s neighbors is 
a greater virtue than concern for self or family. 
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For the efficiency which we enjoy today gratefu) 
acknowledgment must be given to the role played 
by religion and by the great medical men and 
women who have made epochal contributions. 
Thus through cycles of retrogression and progres- 
sion we arrive at the period which we are privi- 
leged to enjoy wherein the sick receive scientific 
care, which in quality and quantity surpasses that 
given in any previous era. 


Confidence Replaces Doubt 


Reference has been made to certain discovy- 
eries as the x-ray through the use of which hos- 
pital service was immeasurably expanded. Such 
discoveries not only added equipment with which 
the hospital might be better appointed for effi- 
cient care of the sick, but also supplied a prac- 
tical means through which the aversions and 
apprehensions of the public toward hospitals were 
broken down. Yesterday the patient entered un- 
der fear of death. Now with better equipped and 
more inviting institutions, well staffed by nurs- 
ing and professional personnel, the patient enters 
willingly with confidence and hope of life. 


It is not surprising then to find, with the in- 
creased patronage which improvement in _ hos- 
pitals and in public psychology commanded, phe- 
nomenal expansion in facilities with the opening 
of the twentieth century. 


Growth Invites Commercialism 


Fifty years ago there were fewer than 200 
hospitals in the United States. At the present 
there are between six and seven thousand, with 
a capacity of more than one million beds. There 
are some three billions of dollars invested in 
buildings, equipment, and the training of physi- 
cians, nurses, and other personnel with which 
they are staffed. The institutional care of the 
sick has become a great American business. Hos- 
pital expansion came pari passu with general in- 
dustrial expansion in America, and was as might 
be expected polluted with the virus of greed 
which has unhappily so deeply infested American 
business institutions. Early in the present cen- 
tury the American Medical Association, true to 
its traditional policy of disciplining its member- 
ship in the public interest, had taken cognizance 
of the prevalence of commercial medical schools, 
some of which were little more than diploma 
mills. It was realized that the attack on the prob- 
lem of poorly educated physicians could be effec- 
tive only by turning the clear light of public opin- 
ion on the unscrupulous artifact. Action was 
prompt and vigorous. There was no room in 
America for the doctor who was actuated by the 
lure of a great profession only to convert it 
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through prostitution into an opportunity for 
commercial gain. The Diploma Medical School, 
founded on greed, appealed to the student whose 
medical yearning was actuated by the hope of 
private advantage. A great profession was in 
danger of being polluted at its source. Following 
an exhaustive survey the poorly equipped med- 
ical school, many privately owned colleges, the 
diploma selling counterfeits were closed. The 
number of schools were reduced by more than 
half. Those remaining were approved as prop- 
erly organized and staffed to give not only a min- 
imum course of training in the science and art 
of medicine, but to inculcate into the student the 
ethics of the profession through which it is dig- 
nified and dedicated to unselfish public service. 


Growing along by the side of the Commercial 
Medical School was its boon companion, the 
loosely organized hospital. Set up for gain, the 
patient was important only because his money 
swelled dividends. Many of these were archi- 
tecturally imposing and elaborately equipped. 
Lacking was the scientific spirit, the determina- 
tion to use stone and masonry, gadgets and in- 
struments of medical precision with unwavering 
honesty in the patient’s interest. Awed by the 
dazzle of pretense, and lacking that discretion 
necessary to sift the wheat from the chaff the 
unwary patient submitted himself to be sacrificed 
on the unholy altar of avarice. 


Advent of Hospital Standardization 


As one reviews the development of hospitaliza- 
tion in the era covered by the first decades of this 
century and those of the close of the last, a pe- 
riod of lost proportions as between material and 
human values, it is without surprise that we find 
the laudable advent of the American College of 
Surgeons. Emerson has said that when nature 
needs a man she molds him. Exploitation of the 
sick by poorly trained doctors, brought the Coun- 
cil on Medical Education and Hospitals, through 
which the antiquated medical school was elimi- 
nated. Exploitation in hospitals, some through 
unmitigated greed, some through undisciplined 
professional zeal, brought the hospital standard- 
ization program of the College of Surgeons. This 
Herculean work began in 1918. It’s purpose was 
to do for hospitals what the Council on Medical 
Education had done for medical schools. The 
college was not interested in brick or mortar, but 
looked on the inside seeking to find to what de- 
gree hospitals were efficient in rendering safe, 
honest, and scientifically controlled service to the 
patient. For the first time in American history 
an organization assumed the responsibility of set- 
ting up a minimum standard to govern the work 
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in an institution desiring its official approval. 
Soon the public, hitherto left to its own untutored 
discretion in the selection of a hospital was to 
have a guide through which it could choose with 
assurance that those committed to the approved 
hospital would get a square deal. 


As has been said the college program sought 
to find and give approval to the efficient hospital. 
Their survey made in 1918 found only 12.9 per 
cent of the institutions investigated worthy of 
approval. When its report was published there 
was applause because so laudable a task had been. 
undertaken, but wide-spread chagrin at the re- 
sults revealed by the preliminary survey. Inter- 
est switched from a worship of buildings to an 
analysis of results as measured by scientific work. 
The patient naturally looked for the label of ap- 
proval when he had occasion to submit himself 
for treatment. The result is not surprising. In 
the year of 1936, after 18 years of education, 
more than 70 per cent of hospitals meet the mini- 
mum standard, and proudly post the certificate of 
approval awarded by the college. 


The Minimum Standard 


And what are the requirements for a stand- 
ardized hospital which the college attests as effi- 
cient, as worthy of public patronage, as free from 
the sins of patient exploitation, as safe and scien- 
tifically honest in its handling of the sick? 


In the interest of time and clarity I shall ab- 
stract for you the minimum standard in which 
there are five provisions. I select only the salient 
points. The professional staff is organized into 
a closely knit working unit in order that it may 
function as such with respect to the setting up 
and observation of rules pertaining to practice in 
the institution. Members of the staff must be 
physicians of good standing, competent in their 
respective fields, worthy in character and in mat- 
ters of professional ethics. Fair dealing with 
regard to fees are insisted upon. Rules and regu- 
lations governing the professional work in the 
hospital, adopted by the staff and approved by 
the governing board, provide for regular staff 
meetings, for periodic study and review of clini- 
cal experiences in the various departments, for 
the keeping of accurate records on all patients— 
the record being evidence that the patient has 
had a thorough examination, including the use 
of laboratory and x-ray services, consultations, 
special examinations, etc., as required in the par- 
ticular case, and in the event of surgical opera- 
tions, gross and microscopic examination of re- 
moved tissues, accurate progress notes, and in 
case of death, post mortem studies, when, and 
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only, after written permission is obtained from 
nearest kin. 


To the lay reader this resume of the Ten Com- 
mandments of an approved hospital must sound 
like a foreign language. Its meaning can be ex- 
pressed in a few words; a square deal for the 
patient. In such an institution exploitation is re- 
duced to a minimum, and incompetent medical 
men find an unsympathetic atmosphere. The 
standardized hospital is nothing more than the 
bringing to the protection of the patient, through 
an elaborate set of rules rigidly lived up to, the 
goodly teachings of the Golden Rule. Thus has 
evolved the efficient hospital, proud of its past, 
but still looking toward the summit. 


Costs Commensurate With Service 


And now what shall be said of the cost of serv- 
ice in a standardized hospital. 


Hospitals present a commercial aspect not of 
choice but of necessity. They are not institu- 
tions designed for money making. As burden- 
some as hospital costs may appear, the average 
charges are below the rate needed for efficient 
care of the sick. Too often a given hospital is 
under the necessity of retiring annual bonds or 
adding to capital investment out of income. Such 
use of funds, while necessary until the public as- 
sumes its responsibility of furnishing adequate 
endowment or broader public support, is unfor- 
tunate since it is done at the expense of cur- 
tailed services. 


Lack of familiarity with the multitude of items 
entering into the hospital bill make for a ten- 
dency, often observed in the community to in- 
dulge in criticism, particularly when they are 
contrasted with other charges, such for instance 
as the hotel bill where services are limited. As 
indicated earlier, capital investment in hospitals 
should come from community sources as comes 
the public hospital, or through funds derived 
from generous donors permitting the establish- 
ment of memorial institutions. When the hospi- 
tal must try to earn dividends on capital invest- 
ment or pay capital debts, taxes, and like costs 
assessed against commercial establishments there 
is not only a curtailment of services to the pa- 
tient but the burden of these items must be added 
to the salaries of personnel trained in the nurs- 
ing, laboratory, surgical and executive depart- 
ments. Thus one may perceive that the bill in 


the private hospital covers the items usually go- 
ing into that of the hotel, and in addition thereto 
such costs as derive from the various labora- 
tories and personnel departments essential to the 
modern institution. 
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When the public undertakes to arrive at what 
appears to be a fair price for a given commodity, 
it is natural to compare the service or article 
under consideration with another in the same 
general class with which they are familiar. Thus, 
it is known what a good pair of shoes, a radio, 
a suit of clothes, or the plumber’s home visit will 
cost. These are examples in which there is rela- 
tively small fluctuation in the various items re- 
flected in the price which the consumer pays. 
Moreover, in these, costs of production have been 
fairly well standardized and are affected only by 
the price of raw materials, wages ef workers, 
rents, etc., varying somewhat with business cy- 
cles. 


Hospital Costs Versus Those of Commercial 
Institutions 


Perhaps the average family compares the hos- 
pital bill to that of the hotel in each of which 
they are called upon to pay for bed and board. 
They realize that wear and tear on equipment, 
replacements, rents, taxes, wages, and the like 
must be met by those using the services. The 
charge, they know, must be enough to cover the 
cost of furnishing service and, in the case of 
commercial enterprises, to provide a fair profit. 
In certain basic costs there is, in fact, as between 
the hospital and the hotel a striking similarity. 
But if one makes a more critical analysis it im- 
mediately becomes apparent that the basic items 
above enumerated and common to both are but 
incidental in the hospital when they are com- 
pared to the more important inherent charges 
concerned with the providing of scientific accu- 
racy in the diagnosis and treatment of disease. 
It is with respect to these items, x-ray, patho- 
logical laboratories, improved anesthesia, and a 
host of the other so-called instruments and meth- 
ods of precision in which the present generation 
has witnessed such striking advancements and 
which have greatly increased hospital costs. 


The Role of the Hospital Executives 


Then one remembers with pride and invaluable 
services of the trained nurse, the highly special- 
ized personnel in the administrative and execu- 
tive departments. These executives give to the 
hospital a heart, and create the atmosphere which 
at once removes it from the realm of commer- 
cialism into that of a sanctuary of healing. 
Training for these positions is long, arduous, ex- 
pensive. Not just a few but many are required 
to properly staff the various departments of 
the hospital as we know it today. Thus, it 
must be obvious that the expense usually attached 
to the operation of hotels, apartments, institu- 
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tions of commerce and industry, although hav- 
ing their counterpart in the hospital, are not the 
main items of expense, but must be understood 
as incidental to the larger and more important 
costs above indicated. 


Let me say again by way of emphasis that hos- 
pitals must not be under the necessity of earn- 
ing sufficient revenues to meet all these enu- 
merated expenses. If so, rates will remain high 
and inevitably increase. It is an axiom with all 
approved hospitals that services must be uniform 
regardless of price. Literally in the efficient 
standardized hospital the rich and the poor meet 
together and partake of the common services of 
the institution without reference to the size of 
their purse, their color, race, or creed. 


Philanthropy’s Opportunity 


Because this is true and has long been the prac- 
tice of American hospitals, and because our south- 
ern hospitals particularly have not received their 
just share of the gifts which our wealth could 
easily afford, it is earnestly hoped that the at- 
tention of our people of means will be attracted 
by the opportunities for worth-while philan- 
thropy that lie in this undeveloped field. The 
hospital people have long been distressed not 
only because they have realized how far short 
their services have fallen in meeting the commu- 
nities’ need, but because their earnings have had 
to be diverted to the payment of ordinary run- 
ning expenses instead of being available for the 
expansion of scientific facilities through which 
the patient is better served, more safely con- 
ducted through injury, sickness, or operative pro- 
cedure. 


Hospitals should be debt free. They should be 
endowed. Extension of their beneficent services 
to all the people in a manner sharply to arrest 
attention in these days so full of miracles, but 
awaits the generous impulse of those who can 
afford to give. 


Our Hospitals Make No Pecuniary Profit 


There is a final fallacy to which I wish to call 


attention. As has been stated, hospitals when 
running at full capacity and collecting the cus- 
tomary private room rate, set-up loosely as ade- 
quate to cover the cost of average service in un- 
complicated cases, are never able to make a profit. 
If, in fact, there results a surplus in a given year 
it goes into maintenance the next or is applied 
to the deficit accruing from the care of part pay 
or charity cases. It is of the part-pay patient 
that I want especially to speak. Those who pay 
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$3.00 per day for instance, or any rate below the 
average private room rate are receiving services 
which must be paid for by another. Surely this 
is true of the patient who pays nothing. It is 
this simple fact that should be understood, namely, 
that the part-pay and charity patient pays only 
a part, or nothing, as the case may be, of the 
actual costs of service. Even the private room 
patient, paying average, private room prices pays 
only for the actual cost of service in uncompli- 
cated illness. Thus, it is obvious that the pri- 
vate patient on present day private room rates, 
in private unendowed hospitals is not being ex- 
ploited. He pays no profit. Moreover, the pri- 
vate hospital to the extent that it accommodates 
part-pay and charity patients is making a note- 
worthy contribution to the care of community and 
state sickness, but at the expense of sacrificing 
sorely needed improvements. 


Quality of Hospital Service Must Be the Same for 
All Classes of Patients 


There remains, it seems to me, the necessity of 
getting over this further idea. Hospital costs ac- 
crue from certain basic items and are the same 
to all patients. In the municipal or state hospi- 
tal the taxpayers pay. In the private hospital 
the patient pays all or a part, depending upon 
the accommodations used. In the debt free, en- 
dowed hospital the rate may be fixed at a lower 
level but only by drawing on the funds avail- 
able from endowment, as a buffer against accru- 
ing deficits. If hospital services are to be 
made available to a large group of our people 
now unable to buy them, because of current 
charges, it cannot be done by lowering prices 
unless at the same time the quality of service is 
lowered. Community pride will net tolerate re- 
sort to this expedient. The traditions of hospital 
people veto the thought. Progress and more 
progress is upon us. We want and will have 
only the approved standardized hospital. Ways 
must be found to constantly improve our methods 
to take advantage of every device which will make 
the patient more comfortable, which will shorten 
his illness or will offer him a safer sojourn in 
the hospital and a prompter return to physical 
well-being. 


To attain these worthy ends the commercial 
phase of hospitals must be subjugated to the real 
work which the modern institution of approved 
efficiency has assumed as its salient task, namely, 
that of the scientific care of the sick through a 
personnel and staff who see deeper than the test 
tube and the specimen into the living personality 
of the patient. For such a service no price is too 
great. For a lesser service any price is too high. 
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The Role of the Hospital in the Present 
Social Change 


REVEREND JOSEPH S. O'CONNELL 
New York City 


who received from his Bishop a schedule of 

sermon topics for the coming months. Pur- 
posely the Bishop had selected rather catchy 
titles. The first was “The will-o’-the-wisp” under 
which he intended the priest to treat the subject 
of private interpretation of the scriptures. The 
old man was not keen on going into long theologi- 
cal discussions, so when he addressed his congre- 
gation he said—‘‘My dear people, the subject as- 
signed by the Bishop for this evening is ‘The will- 
o’-the-wisp.’ To be properly frank with you I 
know nothing of ‘wisps,’ but since our new school 
is heavily in debt, I am interested in ‘wills,’ and I 
propose to say a few words to you on that subject. 


The Role of the Hospital in the Present Social 
Change is the topic assigned to me, and while I 
intend to touch on the changing conditions which 
our hospitals must meet, I feel it necessary at the 
same time to insist on certain fundamental aspects 
of the hospital which must never change. 


FR we roe I heard a story of an old priest 


Change indeed may make for progress, but we 
must not make the mistake of feeling and teach- 
ing that only what is new is good. The hospital 
holds a very definite place in the history of civil- 
ization. It had its beginnings, in the highest and 
noblest instincts of man—a human sympathy—a 
feeling for a neighbor in distress. Throughout 
the centuries it has stood as a monument to 
human sympathy and Christian charity while at 
the same time it has made marvelous scientific 
advances by keeping in touch with the latest de- 
velopments of the time. 


The Hospital and Changing Social Trends 


Today the social trends are changing faster 
than ever before, and it behooves the hospital to 
fit, as well as possible, into the rapidly changing 
picture, but at the outset I would say a word of 
warning, whatever adaptions to present conditions 
are suggested, let us never lose sight of the fact 
that the hospital has been, is, and always should 
be an institute of mercy; of human kindness and 
sympathy; of Christian charity. 


I once heard the great orator, Bourke Cochran, 


Presented at thirteenth annual convention of the Western 
Pra Hospital Conferences April 11-15, 1937, Los Angeles, 
alifornia, 
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say in measuring the advances of civilization, that 
the real emblem of that advance is not symbolized 
by the erection of skyscrapers, the remarkable 
advance we have made in transportation, in com- 
merce or in industry, but rather is represented 
by the ambulance clanging its way through the 
streets on its errand of mercy. Our interest in, 
and concern for our fellow man is the real meas- 
ure and mark of our advance in civilization. 


To be concrete, let me relate a story told me by 
a traveling man on my way here. A short time 
ago he said he was traveling from Los Angeles 
to Chicago: The train stopped late at night, and 
a patient was put aboard on a stretcher. The 
next morning on passing through the train, he 
saw the patient—a young girl strapped to the 


.stretcher. She was all alone. She and her parents 


had been motoring home to Detroit when they 
met with an accident in which both parents were 
killed and the girl’s back was broken. Within a 
few days after the accident, the girl was put ona 
train for the arduous journey to Chicago, sub- 
jected to all the jolting of the train, and deprived 
of the companionship of an attendant; all this 
apparently for the reason that she had no money, 
and did not belong in the community where the 
accident unfortunately took place. A _ hospital 
with no more heart than this is not worthy of 
the name of hospital—a term that for centuries 
has carried the highest tradition of hospitality, of 
welcome to the guest in need. 


Once more I repeat that any trend away from 
the old tradition of charity and human sympathy 
and kindness is a drift in the wrong direction, and 
will alienate from our hospitals the good will they 
have deserved after years of faithful service, and 
the good will that has brought them millions of 
dollars in endowments. 


Hospitals Striving Toward Scientific Perfection 


The second important characteristic of the hos- 
pital is that it must be striving toward scientific 
perfection, making every effort to bring to its 
patients the very best that has been discovered 
in diagnostic, surgical, medical, nursing, and ad- 
ministrative procedure. After all we are doing 
the sick man no favor in accepting him within 
our walls unless we are prepared to give him the 
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best that is available. The ideal hospital today, 
or any day to my mind, is the hospital that is in- 
spired by the virtue of charity, and is aspiring 
toward the peak of scientific perfection. 


The Three-fold Obligation of the Hospital 


The hospital today has a three-fold obligation 
—to its patients; to the community which it 
serves; and to posterity. 


The hospital’s first concern, and its first duty 
is to the patient. Once a sick man is admitted, 
the hospital should do its utmost toward his care 
and cure. 


Our ideal of hospital care is considerably dif- 
ferent today from what it was but a short time 
ago. Then a man entered with some specific com- 
plaint and symptoms, and was treated for them 
and discharged for better or worse. We might 
liken that kind of care to that which a roadside 
garage gives when a motorist stops in to have a 
defective part repaired or replaced. The hospital 
of today, however, can rather be likened to a 
service station than a garage. The motorist takes 
his car to the service station when he wants his 
trouble diagnosed, a complete check-up made, and 
the car put in working condition again. 


So too with our modern hospital if properly 
conducted. No longer does the patient have just 
his specific complaint treated, but rather, that is 
made the occasion for a real health examination. 
The disturbing appendix that brought him to the 
hospital becomes, as it were, a blessing in dis- 


guise, because while there he learns that his heart 


is not all it should be, or that there is a spot on 
his lung, both of which can be controlled now that 
he knows of the deficiencies. The up-to-date hos- 
pital, availing itself of all the modern advances 
in diagnostic procedure, treats not a specific com- 
plaint, but rather treats the whole man—in many 
instances this means that not only does he get 
a complete physical examination, but where indi- 
cated a psychiatric, as well. 


Treating the Patient’s Spiritual Ills 


And may I here suggest that we go even a step 
further—if we realize that we are treating the 
whole man, why not take cognizance of the fact 
that he has a spiritual side, as well as a physical? 
Oftentimes the readjustment of his spiritual ills 
will contribute toward his physical improvement 
as well. The hospital need not, and should not 
force spiritual ministrations on its patients, but 
should make it very convenient for him to receive 
them. In fact the hospital should make this a 
part of its service, and offer to its patients the 
services of a minister of religion, as well as those 
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of the doctor, the nurse, the psychiatrist, the med- 
ical social worker, laboratory technicians, and 
others. No matter what may be the religion of 
the doctor or the nurse, even if they have no re- 
ligion, they should regard and respect the religion 
of the patient, and realize that many comforts 
and consolations can be brought to him by his 
religion. The medical social worker has for some 
time been admitted as necessary for the accurate 
diagnosis in interpreting to the doctor what bear- 
ing the social and economic environment of the 
patient might have on his illness. Why not go 
another step and treat the patient for his spiritual 
ills. Then indeed are we treating the whole man. 


The Hospital’s Obligation to the Community 


Having outlined what we feel is the hospital’s 
obligation to its patient, we come next to its re- 
lationship with the community it serves. The 
hospital is no longer an intramural institution—it 
has a definite and distinct part to play in commu- 
nity organization. In the highly developed pro- 
gram of social welfare health work holds a very 
prominent place and the hospital of today must 
integrate its services with those of other social 
agencies so that it not only cures the ills of the 
individuals of the community, but through its 
medical social workers, its out-patient depart- 
ment, and in cooperation with visiting nurses and 
local programs of health education, it makes a 
contribution to the prevention and control of sick- 
ness and disease and the protection and promo- 
tion of public health. The hospital that confines 
its activities and concern to within its own four 
walls is not exercising the influence for good that 
it should in the community which it serves, and 
to which it usually looks for support. 


Promoting Education and Research for the 
Benefit of the Future 


Another important function of the new hospi- 
tal is education—of doctors, nurses, and also the 
public. The hospital that undertakes the training 
of interns and nurses assumes a great responsi- 
bility in the discharge of which it should see that 
the highest educational standards are maintained. 
Interns and student nurses must not just fill a 
gap, they must be educated and thoroughly 
trained for the day when they must stand on their 
own two feet and accept the responsibility of car- 
ing for human life. Medical and surgical staffs 
should look upon the junior adjuncts and interns, 
not merely as their helpers, but as the doctors of 
tomorrow and should conscientiously hand down 
to them the fruits of their own years of ex- 
perience. 


And let us not forget an obligation which the 
hospital itself owes its staff. The out-patient de- 
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partment is the particular contact the hospital 
has with its community—here it invites those un- 
able to pay a doctor, for the care of their minor 
ailments and ills which do not require hospitali- 
zation. Such a service is a distinct asset to any 
community for an out-patient department with 
good social workers can do much to reduce the 
incidence of illness. But at the same time in pro- 
moting public health, the hospital must protect 
the rights of the private physician and must ex- 
amine carefully into the financial and social cir- 
cumstances of all who apply for this service. No 
body of men give more of their time and skill to 
the poor than do the doctors; they have always 
been generous to the poor and in our efforts to 
promote public health through the activities of 
out-patient departments, we must be careful that 
we limit such service strictly to the deserving 
poor. 


And when we have cared thoroughly for our 
patients and done our best to protect and pro- 
mote the health interests of our community and 
provide them with nurses and doctors for tomor- 
row, are we then through? Have we any further 
obligation? Yes, to the future. Society has fur- 
nished us with hundreds of hospitals for the care 
of the sick and charitably minded individuals 
have endowed many of these with hundreds of 
millions of dollars. This is all our heritage and 
we must hand it down to future generations en- 
hanced by our own contribution in addition—by 
research. 


Think of what a wealth of material is in the 
archives of our hospitals—the hundreds of thou- 
sands of records of patients that have been com- 
pletely worked up but all too often left to rest 
there by themselves in their alphabetical and nu- 
merical position and never to be the subject of a 
study that might be of benefit to future genera- 
tions. The materials on hand today might hold 
the answer to many of the illnesses of tomorrow. 
We who have received so much from the past, 
should be constantly promoting research for the 
benefit of the future. In every hospital of any 
size it is desirable always to have some study on 
hand and in the larger centers where more mate- 
rial is available some worthwhile research proj- 
ect should always be under consideration. Two 
such projects recently undertaken in New York 
hold prospects of shedding much light on hospi- 
talization of the future—the study of the care of 
the chronic sick and more recently the study of 
discharges made in the hospitals of greater New 
York. 


Such then is our notion of the fundamental - 


characteristics of a hospital and our ideal of the 
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hospital of today in its relation to its patients, its 
community, and its obligation to society of the fu- 
ture. But comes the question, how can all this 
be done, how can we give the best to the patient, 
how can we develop health services for the com- 
munity, how can we engage in the expensive pro- 
gram of the education of doctors and nurses to 
say nothing of research projects? Where will the 
money come from—a hospital must pay its bills? 


The answer is it has been done and it can be 
done. Throughout the centuries our hospitals have 
given a high grade of service, and a more than 
creditable amount of charitable service, and have 
been able to do so because they served their com- 
munities well, they made themselves decided as- 
sets in the centers in which they operated, they 
cultivated the good will of the people they served. 


The Hospital as a Good-will Institution 


The hospital is essentially a good will institu- 
tion. It cannot effectually carry on its work as a 
commercial, for-profit agency; it must be willing 
to make a-contribution to the well being of its 
community and if it does it will now and in the 
future, as it has in the past, have the good will 
of those around it. 


Truly the costs of hospital service are mount- 
ing rapidly and some may feel that this new 
highly intensified and scientific service cannot be 
rendered on the revenue received today. I feel, 
however, that society wants its sick to get the 
best possible service and will rally to the support 
of any institution which in the spirit of charity 
and human sympathy strives to give such service. 


Perhaps the problem is getting too big and 
some may say the only way it can be handled is by 
giving it over to the state and federal authorities. 
The answer to this is decidedly “No.” The in- 
digent sick are not necessarily the wards of the 
state but rather of society. Throughout the cen- 
turies mankind has acted as though it wanted its 
sick cared for privately and has supported gen- 
erously the institutions that rendered such care. 
If the day dawns when private charity cannot 
meet the problem then let the state and federal 
government assist financially and have the service 
carried on as society has always wanted it; 
privately. 


In many communities today city, county, and 
state bureaus reimburse voluntary hospitals at a 
per diem rate or with flat annual allowance for 
the care of the indigent sick. Such a system has 
been found to be more practical and more eco- 
nomical. It saves capital expenditures for the 
acquisition of land, erection of new buildings, and 
purchase of equipment, and it oftentimes allows 
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the sick person to be treated at a hospital nearer 
his home which of course is not only desireable 
but even necessary in emergencies. Furthermore, 
the rate usually allowed is less than the actual 
cost, and so a further public saving is effected. 
Again it is not sound for public agencies to con- 
tract large debts for the erection of new buildings 
and equipment when suitable facilities are at hand 
and are acceptable to and indeed often preferred 
by those who need them. 


Ideal Program for Care of the Indigent Sick 


The ideal program for the care of the indigent 
sick seems to be one wherein public and private 
agencies understandingly cooperate. This gives 
to the public authorities access to a maximum 
number of beds in times of peak loads of illness 
without the expense of maintaining this capacity 
at times when the incident of sickness is low. At 
the same time it distributes the number of 
patients throughout the year and gives all the 
local cooperating agencies some of the patients 
in return for their placing their full capacity at 
the disposal of the public authorities in times of 
great sickness and epidemics. 


Suppose again we were to make a radical change 
and advocate the public hospital to supplant the 
private one. What then would become of the mil- 
lions of dollars that are given every year by 
charitably minded individuals, corporations, and 
communities to the support of private hospitals? 
Would these contributions be made to the state 
for the care of the sick? No, the funds for such 
care would be raised by taxation, another increase 
in taxes. Have you yet met the man who when 
paying his income tax would include an additional 
check because he felt the state was doing a good 
job? Can you imagine anyone voluntarily adding 
to the tax assessment. No, those millions and 
some times hundreds of millions that have been 
given to private hospitals would be lost and the 
tax rate for all would be raised to support public 
hospitals. 


And in addition to the financial loss that would 
follow on such a change think also of what a mis- 
take it would be to take away from man all the 
good and satisfaction that has come to him from 
the practice of charity. Make the sick the wards 
of the state alone and you dry up the very well 
springs of charity and human sympathy which 
have ennobled men throughout the centuries. 


City, county, and state governments will act 
wisely and well in planning for future extension of 
service if they take into account existing facilities 
and cooperate with such agencies rather than to 
attempt to supplant them or hurt them by unfair 
competition. In so doing they will retain the 
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good will of that part of the population which has 
so generously supported these institutions. 


Voluntary Hospitals Should Not Be Taxed 


With this policy in mind let us next approach 
the situation that threatens here in California and 
other states where it has been suggested public 
hospitals open their doors to private paying 
patients. Such competition with private volun- 
tary hospitals is manifestly unfair. Money con- 
tributed in taxes is intended for the care of in- 
digent sick and public authorities have all they 
can do to provide adequately for this class without 
opening their doors not only to private patients 
but also to the political abuses which would un- 
doubtedly result from putting public facilities at 
the disposal of those able to pay. Additional in- 
justice is done to the private hospital when it is 
forced to pay taxes which in turn are used to 
operate public hospitals which compete with the 
tax paying institutions. 


The voluntary hospitals here and elsewhere 
make a magnificent contribution of free service 
every year, but if public authorities are going to 
take from them some of their private patients, 
this charitable service will have to be curtailed 
and turned back as an added expense to the tax- 
payer. 

To forestall such trends as these it behooves 
the hospitals to engage in concerted action 
through local councils, state, and national associa- 
tions in order that they might effectively remind 
legislators and convincingly influence public opin- 
ion with the statement of the service they have 
rendered and the debt that is owed them. 


We are all familiar with the activities of the 
Joint Committees during the past recent years 
and we know how necessary it was for these rep- 
resentatives of the American, Protestant, and 
Catholic Hospital Associations to plead the cause 
of the hospitals before federal officers and com- 
mittees when their interests were endangered. A 
social institution representing not only so vast 
an investment of money as does this group of 
hospitals in the United States but also serving so 
many millions of our people, agencies so necessary 
in the care and cure of sickness and so vital in the 
protection of promotion of the people’s health is 
indeed worthy of every consideration. But to re- 
ceive this we must collectively show our strength 
to legislatures and must educate public opinion 
which always has and always will support our 
needs. 


In some states progressive legislatures influ- 
enced by state and county organizations of hos- 
pitals, have enacted laws that are helping their 
hospitals to meet their financial obligations. All 
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state organizations must likewise bring pressure 
to bear so that their members too will get the 
benefits of whatever good there is in the modern 
trend. Adequate workingman’s compensation leg- 
islation, that recompenses hospitals sufficiently 
for services to the injured workingman and places 
the cost of such treatment on industry where it 
belongs, rather than charge it to the charity 
service of the hospital, is just one example. An- 
other is the hospital lien law which gives the 
hospital a lien on any damages collected by an 
injured person whom it has treated. Another 
suggestion that has been made is that states set 
aside a fund from their gasoline tax out of which 
hospitals be reimbursed for services rendered to 
transients who need hospital care as a result of 
motor accidents. All such measures reduce the 
number of patients who in the past have been ap- 
plying for free care and thus make it possible for 
the hospital to extend charitable service in the 
smaller number of cases in which such application 
has to be made. 


The Hospital Service Plan 


Perhaps the biggest help to the hospital in 
meeting its obligations is the new trend toward 
the associated hospital service whereby hospital 
care is provided for hospital members on the in- 
surance plan. Wide varieties of plans have been 
suggested throughout the country, some of which 
have been found impractical. But since workable 





plans have been found it behooves hospital asso- 
ciations to promote these and urge their allow- 
ance by state legislatures. The plan which is ap- 
proved in New York, Cleveland, and elsewhere is 
decidedly advantageous to the patients, the hos- 
pital, and even the often neglected medical pro- 
fession. With the extension and multiplication of 
such system there is little reason why anybody 
of even ordinary means should not be prepared 
against the day of necessary hospitalization. 
When a person for $10.00 or even less can provide 
himself with twenty-one days’ hospitals service 
in a year, when the average stay is only about 
twelve days, he is amply protected and he is in a 
business-like and self-respecting way buying serv- 
ice for which he should not ask as a favor of 
either the voluntary hospital or public authorities. 

These latter suggestions, my dear friends, out- 
line for us the steps the hospital must take to 
meet the obligations in the present social change. 
To sum up; by organization and concerted effort 
we must take advantage of every means to put 
the cost of hospitalization where it belongs, to 
secure funds, when possible, from public author- 
ities, industry or voluntary insurances; but above 
all let us cultivate and increase the good will we 
have earned for years, by always conducting our- 
selves as impressed with the realization that 
fundamentally the hospital is a charitable insti- 
tution, dedicated to serve human needs in a kindly 
sympathetic manner. 


Hospital Performance in 1936 


twenty hospitals selected from the different 
classifications and reporting from the United 
States and Canada in the number of admissions 
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Employee Welfare in the Broader Sense 


ORDWAY TEAD, Lecturer on Personnel Administration 
Columbia University, New York City 


business. I have been concerned for some years 

with the problems of the management of and 
dealings with employees, in the first instance in 
the world of industry. I am reasonably confident 
from my contacts with hospital people in recent 
years that many of the experiences, conclusions, 
and ideas that have been found useful in industrial 
personnel work, have a certain application at 
least in the field of institutional management. 

In order to lay out what I want to, therefore, 
about the personnel aspects of institutional man- 
agement work, I want to go back to fundamentals. 
If we are going to think about the interests of 
our employees all down through in a loyal and 
hearty way, we have to go back and ask ourselves 
what are we trying to do in our institution? How 
are we organized to do it? Who or what groups 
are involved in the process? And then, finally, 
how do we get them working together to the great- 
est effect? 

The Fundamentals of Hospital Personnel 
Organizations 

I am confident, particularly in this field of yours, 
that a new insistence in relation to employee 
activities upon the splendor of your objectives, is 
one of the keys to the way of securing finer em- 
ployee loyalty. I do not have to tell you how splen- 
did and how altogether admirable are the objec- 
tives which hospitals are serving. The aim is com- 
mendable, socially defensible. It is essential to 
the whole community well-being. You need have 
no apology for it. You do not have the qualifica- 
tion upon your aim that so often interferes and 
modifies relationships in industry, where some- 
body, some absentee stockholder, may be trying 
to extract the last dollar of profit out of the ac- 
tivity. You are exempt for the most part from 
that peculiar requirement in the business world. 
That is your great gain and can be to your greater 
gain, in my opinion, with respect to the whole- 
someness of employer-employee relationships. 

But to make the best of that gain, it is true that 
down the line to the humblest employe, the splen- 
dor, the dignity, and the complete social benefit 
of that aim has to be understood. 

How are we organized to do this splendid thing 
which hospitals are set to do? It seems to me we 
have to acknowledge more clearly than perhaps 
we sometimes do, that these different groups 
looking at the problem in different ways will have 
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to be taken account of and welded together to 
make the total hospital go. We have doctors with 
certain ways of looking at their problems. We 
have nurses. We have to a certain extent lay ad- 
ministrators. We have a body of non-professional 
employees. We have, of course, the patients. We 
have to a certain extent to consider the donors 
and their interests. One of my fundamental, basic 
points is that in the ordering of hospital affairs, 
the rights, the interests, the duties, and the re- 
sponsibilities of each and all of these groups has 
to be taken account of. 


Hospital Groups Are Concerned in the 
Care of the Patient 


I did not hear Dr. Munger talk about “the in- 
terest of the patient being paramount.” If he 
was reported correctly in the paper, it seems to 
me, if I may venture the comment, that it will be 
fairer to say that if the purpose of curing pa- 
tients is paramount, full concern must be shown 
and the interests must be regarded not merely 
of the patient alone, but of all the groups that are 
involved in making the patient well. 


You have in hospitals, organizations with 
groups of people with a variety of ways of look- 
ing at what they have to do. You have the diffi- 
culty of reconciling, of harmonizing, of bringing 
into a working unity groups which approach the 
problem with different experience, different back- 
grounds, different levels of education and intelli- 
gence. The task of administration of the hospital 
is one of unifying the intention, the desires, the 
motives of people with these diverse backgrounds. 

It is not merely that we are trying to subordi- 
nate the interests of all these different groups to 
the well-being of the whole and to the curing of 
the patient. It is not solely a matter of subordina- 
tion, I say. Rather, the problem is to fulfill the 
organization’s aims and at the same time to take 
full account of the rights and the responsibilities 
of the several groups involved, and to see to it by 
the ingenuities, the sensitiveness and the good 
will of the management that we do harmonize 
such divergent outlooks as those of non-profes- 
sional employees, doctors, donors, and the rest. 
It is to the end of securing that reconciliation and 
that unity of intent that I should like to address 
myself. 

Four Things to Do 


There are four things which we have to do. 
We have got to have the right organization set-up, 
the right organization picture to be sure that we 
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are mindful of the necessary care and attention 
to these human intangibles. We have to be con- 
cerned that to somebody somewhere in the or- 
ganization the adjustment, the unifying of these 
different group interests, is a major concern, is 
being thought about, studied, and striven for. 


The Problem of Control Policies 


We have, once the organization is set up, then, 
to deliberate as to what policies shall control all 
the varied and numerous activities that affect the 
relationship of the hospital as employer to all of 
its employees. Having the policies, we have to be 
sure that there is right down through the super- 
visory staff a type of attitude of mind in super- 
visors which I am going to speak of as a leader- 
ship emphasis. And given that type of leading 
rather than bossing throughout our supervisory 
staff, we will make our hospitals work to greater 
unity if we have also the actual methods of selec- 
tion, of training and the like which are demon- 
strated to be good and effective methods. 


The Problem of the Right Organized Set-up 


In respect to the problem of the right organized 
set-up, may I ever so tentatively venture the ob- 
servation that the task of administration is itself 
a technical, specialized task. We have demon- 
strated, particularly in the industrial world in re- 
cent years, that whatever background of other ex- 
perience managers may come out of, unless they 
have trained or unless they have studied admin- 
istration as a science and an art, they are less 
effective than they should be in doing their jobs. 

I wonder if you realize how much schools of 
engineering, for example, are concerned today to 
broaden the instruction given to electrical, civil, 
and mechanical engineers because of their realiza- 
tion that so many of those engineers twenty years 
afterwards are general administrators and not 
technical advisors. I hazard the prophecy that 
increasingly you are going to recognize in your 
world that people who come out of a technical 
background of medical school or of purely nurs- 
ing instruction, have not had enough training, 
enough deliberation and thinking about the prob- 
lem of administration as such to carry through 
that job with the competency that we know it can 
be carried through with today. 


The Three-fold Job of Administration 


The job of administration is at least threefold 
and in every one of those three departments we 
know more than we used to know. It is not a 
rule of thumb nor a trial of error proposition any 
longer. We know administration is effective as it 
provides organization, division of responsibility, 
clear set-up of function and the like on the organi- 
zation structure side. We know that administra- 
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tion is effective as it supervises, as it selects and 
supervises competent, technical assistants to get 
the work done. Finally, we know that administra- 
tion is good where it acknowledges the importance 
of facilitating the application of energy which the 
employees make. It is in this last area that you 
get especially into the personnel field. 

Technicians who have come from other fields, 
may I repeat, are not necessarily and inevitably 
going to make good administrators. The reason 
is that the body of knowledge which constitutes 
the art and science of administration is now so 
large and comprehends so many special tech- 
niques and skills that unless there has been prior 
training in administration as such, the new ad- 
ministrator from some other field comes to his 
problem really handicapped. 

Hence my conclusion that we have demon- 
strated the success in industry of the idea that 
there is as a phase of administration, a personnel 
phase, a personnel function, which is essential to, 
an integral but yet a distinct part of, the total 
administrative picture. We have to have a per- 
sonnel function as we have to have a production, 
a selling and a financial function because unless 
we do, no one is consciously and specifically giving 
enough attention to those matters in the adminis- 
tration which affect the attitude and morale of the 
employees. 


There are so many items, as I shall try to sug- 
gest, that are either tearing down or building up 
the success of the relation of all the rank and file 
of the employees to the unity of the going enter- 
prise, that unless management pays consecutive 
and expert attention to them it is seriously ineffi- 
cient. 


A Definition of Personnel Management 


Let me, therefore, give a definition, if I may, of 
what this phase of management that we speak of 
as personnel management, is. Personnel manage- 
ment is the affirmative action of a special func- 
tioning agency at the top level of authority, usual- 
ly a staff department or a staff individual, work- 
ing in and through all the departments to assure 
that always at every point a willing, effective, co- 
operative working force is maintained for the en- 
thusiastic pursuit of the purpose of the organiza- 
tion. 


Now I realize that the great majority of hos- 
pitals do not have a large personnel. I am not 
for a moment suggesting the need for any great 
elaboration in the number of people at the top 
management level who shall be concerned with 
the activities here under consideration. I am far 
more concerned, particularly for the average size 
hospital, to make the point that whoever is in ulti- 
mate control, presumably the superintendent, 
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shall recognize as a major part of his total admin- 
istrative job, the personnel function and so plan 
and organize his time, his knowledge and his 
thought that adequate and skilled attention is 
given to these phases of his total administrative 
task. 


Only when the hospital gets above 300 or 400 
employees would you presumably be justified in 
the expense of having a specialized staff individ- 
ual reporting directly and closely to the superin- 
tendent, as a personnel officer whose duties are 
confined to that exclusively. 


May I stress, too, before going on, that I am 
not thinking about a personnel function as some- 
thing which interferes with, goes over the heads 
of, goes into the departments of the actual work 
of, supervision of the various department heads. 
The concept of personnel management that has 
tested itself in industry is that the personnel func- 
tionaries at the top are concerned with improv- 
ing the quality of the supervisory effort all the 
way down the line. They are not going over de- 
partment heads; they are working always through 
department heads, to be sure that the personnel 
items are being properly and sensibly organized 
and handled. 

It means in terms of duties this kind of thing: 
It means concern for the selection of the kind of 
staff that is desired to carry out the aim. It means 
attention to the quality and the content and the 
perpetual emphasis upon training of the entire 
staff, not that your personnel executive or your 
personnel functionary necessarily does the train- 
ing, but it is his task to emphasize with the de- 
partment heads the necessity for it and to advise 
on content, to advise on training methods, to 
stimulate the whole process. 


Responsibilities Included in Personnel Work 


Similarly, personnel work includes that respon- 
sibility which we are coming to be more and more 
concerned about in recent days, responsibility for 
negotiating the terms of employment under which 
the various groups in the hospital work, the re- 
sponsibility for defining tasks, job analysis, and 
seeing to it that responsibilities are clearly fixed 
and not overlapping; concern for the physical 
conditions under which work is carried on; the 
provision of incentives, whether financial or non- 
financial, that the quantity and the quality of the 
work done all down the line shall be good. 

It is in terms of procedures in these fields, it 
has been found, that the personnel function gets 
itself into effect. 

Well, now, if all that is true and if we can agree 
that this problem of relations with employees is 
So vital that the superintendent must consciously 
devote a considerable fraction of his time to it, 
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and failing his ability to do that, has an assistant 
executive whose personnel responsibility is his 
major one; what kinds of matters are there about 
which you have to have policies? Policies, of 
course, are just plans of action. 


Sufficiency—Security—Status 


I can say it most quickly, perhaps, by saying 
you have to have policies about matters of suffi- 
ciency, security and status. And by sufficiency, 
of course, I mean those matters that relate to what 
the employees get for their services, the problems 
of payment, hours of work, and similar conditions 
of the terms of the labor contract. 

It is not my responsibility to do more than say 
to you, to do more than ask you the question: Do 
you, when the problems of wage setting and hour 
setting come up, act upon those matters on the 
basis of tradition, on the basis of rule of thumb, 
on the basis of what you can get away with, or 
are they approached with a somewhat more scien- 
tific spirit? Do you know, do you really know 
what compensation is offered in your community 
for work of like skill, like quality, like length of 
hours by other employers? 

Are you making the assumption, altogether 
false in my opinion, that because you are to a 
certain extent a philanthropic institution, you 
therefore have some justification and some right 
to exploit your employees by paying them less 
and making them be philanthropists because you 
want to be a philanthropist? And if that is your 
attitude in the settling of your pay, how can you 
justify it? 

It is one thing for a high-minded doctor or a 
high-minded nurse to consecrate his or her life to 
public service. It is another thing to think that 
such an assumption can be held as valid for the 
janitor or the bus boy or the dish washer or the 
laundry worker, and assume they are willing to 
take 10, 15 or 20 per cent less than standard rates 
in their pay because you are so high-minded in 
your devotion to the public welfare. 


Maintenance of Employees 


Have you arrived scientifically—I can here only 
ask the question—have you arrived scientifically 
at the economic value that you place on the living- 


in as part of the compensation you offer, or have 


you quite unwittingly set too high a value in rela- 
tion to actual cost on this element of payment that 
does not take the form of cash? 

Are you sure, too, may I ask, that the quality 
of lodging and the quality of food offered on this 
living-in basis is such that you would defend it 
and would yourself be willing to subject your- 
self to it as a part of your condition of compensa- 
tion if you had to? 
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Of course, I am prepared myself to go further 
and I think you are going to have to be if the 
signs of the times mean anything, go further and 
realize that the determination of the terms of em- 
ployment is not a matter which for very much 
longer can be kept absolutely and solely in the 
hands of management alone, left to you com- 
pletely, independently, and arbitrarily to decide. 


The Oncoming Trend 


I am of the opinion that the influences abroad 
in our employer-employee relations are inevitably 
going to come over and probably should come over 
into your field and give rise to the situation which, 
if met intelligently, can be met wisely, sensibly 
and harmoniously ; give rise to the situation where 
the employees say, “It is our right to have a share 
in the determination of what shall be deemed to 
be the fair terms of wages, hours, etc., under 
which we work.” The problem is going to be, I 
think, not so much the sheer fact of collective ne- 
gotiations implied by what I am suggesting be- 
cause that will come for you, as it has already 
come very rapidly in recent years in industry. 

The deeper and more immediate problem, I 
think, is one of managerial tactics in respect to 
that oncoming trend. Are you going to block it? 
Are you going to obstruct it? Are you going to 
throw every obstacle in the way to it, generate 
ill will, create misunderstanding which will take 
months and years to overcome after adjustments 
are ultimately made? Or are you going to have 
your ears sufficiently to the ground, have your 
art of administration sufficiently forward-looking, 
to welcome the opportunity in a dignified and hu- 
man way to join with your people in round table 
conference with the best knowledge made avail- 
able to you all, that will throw light on fair terms 
of employment and make the process of adjust- 
ment of a labor contract a cooperative enterprise 
which will enhance the dignity and the morale of 
the whole employee picture that you have? 


Security of Tenure 


In the second place, there is the problem 
brought to the fore, of course, in everybody’s mind 
by the depression, of the security of tenure of 
one’s job, security of income one is to have. I am 
not sure, myself, that you are as fortunate as 
some of you may think in having been by law 
exempted from the provisions of the social se- 
curity legislation. 


Aged Employees 


The problem of how we are going to handle 
our aged, our older and older workers, the prob- 
lem of what we are going to do about lay-offs 
when lay-offs are necessary, the problem of what 
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we are going to do to minimize the horror and 
fear of insecurity of livelihood that hangs over 
the head of every manual worker, is a problem 
which without the social security legislation in 
the hospital field, you have at present, as I see it, 
no answer for. 


How can you expect, may I ask, to get that full 
measure of devotion from employees who know, if 
they have any sense, and employees have sense to- 
day and are very sensitive about these matters— 
how do you expect to get that full measure of de- 
votion from people who can, almost with a turn 
of your hand, be put on the street without employ- 
ment? 


Quite apart from the provisions of insurance 
that we may or should have, there is also, right 
within the current scheme of things as one aspect 
of this insecurity problem, this problem of dis- 
charge. 


The Problem of Discharge 


The arbitrariness with which discharge has 
been accomplished both in business and in institu- 
tions, has been, I think, one of the disgraces of 
American methods of management. It is to the 
credit, in my view, of these methods of group ne- 
gotiation which are coming more and more to the 
fore, that they protect in a rightful and legitimate 
way the individual, defenseless employee from 
complete arbitrariness on the part of the man- 
agement in the exercise of the discharge right. 


Do not misunderstand me. I am not arguing 
for protecting or coddling employees who are in- 
efficient or who for good and sufficient reasons 
have to be released. I am saying the problem of 
morale in any organization cannot be solved as 
long as people feel that the right to discharge 
them is one held absolutely by the management 
and that they have no recourse, even though the 
facts may have been misunderstood, and the cir- 
cumstances surrounding a difficulty may be 
wrongly viewed by management. 

Typically, where group action takes place with 
organized employees, the discharge topic is a mat- 
ter for joint review and may I add that where 
it has been made the matter of joint review you 
would be surprised to see how responsibly the em- 
ployees exercise their part in the ultimate deci- 
sions affecting discharge. 

I cannot, therefore, with regard to this security 
topic be too emphatic in reminding you that we 
will not completely solve the morale problem until 
the problem of the aging worker, until the prob- 
lem of the sick worker, until the problem of the 
potentially discharged worker is given more con- 
structive, explicit provision in the personal poli- 
cies of your institutions. 

And when I speak of status, I mean that today 
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in management if management is to measure up 
to the importance of its tasks, it must realize that 
right down to the humblest, workers are people, 
workers are personalities, workers have the right 
to let their employment be an occasion and an op- 
portunity not merely for a pay envelope, but for 
a life, for a career, for an opportunity to grow and 
be something in and of themselves in and through 
their work. 


Work Relationship Should Be an Incentive 
for Personal Growth 


In a democratic society such as we claim ours 
to be, the self-respect that every individual wants 
accorded to himself, has also to be accorded to him 
in his work relationship. He must have in and 
through the work relationship an opportunity, as 
I say, not merely to be paid, but an opportunity to 
have a sense of growth, a sense of self-realization 
as to what he is doing. And that applies at the 
lowest levels no less than at the professional levels. 


When I speak of the problem of self-respect, 
I come upon another element in hospital manage- 
ment which has to be reconsidered. The tradition 
has grown up, for better or for worse, of the neces- 
sity of what I may call military discipline in hos- 
pitals. I would remind you that in the Army and 
Navy where I have had some acquaintance with 
these matters, the stress continually in the train- 
ing of officers today is not upon military tech- 


niques of command. The stress is upon techniques 
of leadership that will make the officers all down 
to the lowest sergeants, deal with their people in 
ways that minimize the arbitrary, military type 
of response and give rise to an understanding, 
loyal, and interested type of response. 


Technique of Leadership 


Now the end that you seek in hospitals when you 
think in terms of this military discipline for peo- 
ple who are responsible for life and death in cru- 
cial moments, is of course, essential. But I am 
suggesting that the way to get from the modern 
person that type of quick, complete, devoted re- 
sponse is not any longer by the use of methods sup- 
posedly “military.” It is rather by the appeal to 
motives inside the individual of understanding the 
responsibility they have, of a challenge to their 
own creative sense about the job, and of approach- 
ing them not as a boss competent to exercise ab- 
solute power, but as one drawing out from the in- 
dividuals involved their own best response to the 
challenge to their own integrity which you present 
to them. 

And those are not just words. It goes back to 
the whole attitude with which the executive ap- 
proaches the people whom he does oversee. The 
words of command might even remain the same, 
although I doubt that, if the attitude of mind with 
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which the supervisor approaches his people has 
changed from being one of exacting unthinking, 
and unreasoned and absolute obedience, changed 
from that to an attitude of bringing out in people 
an understanding of and a willingness to do that 
which has to be done. 


In this same vein and by this same token of our 
trying to appeal to the self-respect of our people in 
employment in a democratic society, the time has 
passed when individual dealings about terms of 
employment can assure that the self-respect of in- 
dividual employees is being adequately ministered 
to. Individual bargaining in the sense that each 
and every employee makes his own terms with 
the management, was satisfactory enough when 
our country was smaller, when organizations were 
smaller, when the relationship of employer to em- 
ployee was closer, more personal. That time and 
that situation have gone and they have gone for- 
ever. 


Today in your institutions as in industry, an in- 
dividual employee facing the management is vir- 
tually powerless. He must either take the terms 
of employment offered or he must take no employ- 
ment or try elsewhere if he be fortunate enough 
to find something elsewhere. It has meant there 
is too little attention paid by management to the 
fairness and the reasonableness of the terms of 
employment, and to the human dignity of em- 
ployees. 


Where management has the whip hand, where 
nobody is to raise any question critically about the 
standards offered, we do not concern ourselves 
enough with these matters. That is the natural 
human tendency. But when, by virtue of their 
sense of their rights, and they have their rights, 
employees decide that they will affiliate together 
and associate together and act together in coming 
to management to have their problems reviewed, 
to confer about the fairness and adequacy of the 
terms of employment—where that happens, I sub- 
mit that desirable aims are going forward for 
management itself. 


Process of Group Negotiation 


The process of group negotiation, of collective 
bargaining, if you will, is not one that manage- 
ments need fear. It is not one that need handi- 
cap good management. We have had in the last 
thirty years in this country enough experience 
with collective bargaining in a dozen industries to 
know that the key to successful collective bargain- 
ing from management’s own point of view is the 
enlightened leadership and good will with which 
management approaches the job of collective bar- 
gaining. 

The response which management gets from em- 
ployees organized into units depends somewhat, 
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of course, upon the type of leadership in the work- 
ers’ organization. May I say most emphatically 
that it depends equally also upon the type of lead- 
ership and response which they find on the admin- 
istrative side itself. You can make the process 
of collective bargaining a veritable hell for ad- 
ministration by taking the old line and the old 
view that the individualistic pattern has to be fol- 
lowed and obstruct every group effort that takes 
place; or you can make the process of collective 
bargaining (I am confident because we have seen 
it so in other places) an agency, an instrument 
and a means for improving the attitude of the em- 
ployees, for bettering their sense of participation 
in a common enterprise and with a common loy- 
alty. You can do this only by taking the time and 
having the personal good will, tact, and the con- 
siderateness to sit around the council table not in 
an attitude of opposition but in an attitude of de- 
siring and being eager to accommodate, adjust, 
and unify the situation. 

If administration is up-to-date in its own out- 
look upon the problem, informed as to the way in 
which collective bargaining has successfully been 
carried on in other types of organization, I say 
that the collective bargaining tendency is one that 
does not need to be feared. I say this, too, about 
organization which takes place at any level, be- 
cause, of course, it has already taken place at the 
professional level. I would remind you how 
strong a labor union the doctors present already 
have! 


Other Values of Group Organization 


But group organization has other values than 
those of arriving at equitable terms of employ- 
ment. Group organization in a modern and com- 
plex society has the value, as it has in the Ameri- 
can Medical Association, for example, of enhanc- 
ing professional prestige, of giving new dignity 
and new status of new standards to a whole voca- 
tional level. I hope you will not think I am fan- 
tastic in suggesting that that opportunity for en- 
hanced vocational esteem is one that we have a 
right to search out, a right to build up in other 
groups in the community besides those now ac- 
knowledged to be professional. 

There is no inherent reason why work at the 
humble levels of society is work that should be 
apologized for, that working people should be 
ashamed to be engaged in. But people will not 
have a pride in their work or pride in the kind of 
work they do unless and until we are willing to let 
them act as groups in the defense of, in the pro- 
tection of and in the definition of the vocation unto 
which they are called. 

There is a definite plus value, may I suggest, 
therefore, in vocational organization, a definite 


25 





plus value on the side of professional esteem and 
dignity. In a democratic society with the present 
large-scale organizations, further vocational or- 
ganization is essential, is inevitable, is desirable. 
That vocational organization has got to and is 
already extending down and down and down into 
the humbler levels of work and it waits only to be 
capitalized on, I say, to be met half way by ad- 
ministrators who can sympathize with it and who 
can work with it.: 


Leadership 


My third point is that when you have the right 
organization set-up and when you have policies 
regarding sufficiency, security and status, which 
are of a kind designed to get employee loyalty— 
you have to have leadership to interpret them. 
Policies do not interpret themselves. You can 
have a little rule book; you can have posted up 
notices of the features of employee welfare that 
your institution may provide. Good personnel 
policies are not always self-evident at every point. 
I am suggesting that one of the things which you, 
peculiarly in institutions, can and should do to im- 
prove morale among employees is to act as leaders 
rather than as bosses. This creates the need to 
study and to train executives down to your lowest 
supervisors. They should come to know how it is 
that people who command can be leaders, can in- 
spire others to want to do what has to be done, 
can transcend the level of bossing to the level of 
personalized leadership. 

People like to be led. People want to be led. 
And in respect to vocation, in respect to their job, 
in respect to getting some art out of it and putting 
some art into it, people would be glad to feel they 
were following someone whom they could respect, 
whom they could admire, whom they could follow 
and pattern after. 

I am not making any sentimental appeal when I 
say that administrators should be conscious of 
this fact in a sober way—conscious of the fact 
that those who work under them and for them, 
would almost unconsciously like to feel they could 
pattern themselves after the leader. Without it 
being a matter of pose, or any sanctimoniousness, 
I say there is a real responsibility upon super- 
visors today to realize this craving which people 
have to be wisely led. Particularly and most em- 
phatically in relation to this leading attitude of 
mind, I would say that hospitals have a vital job 
to do in interpreting through their supervisors, 
leaders, the fine, high, social aims of the hospital 
to the janitors, to the people washing the sheets, 
and to those scrubbing floors and washing dishes. 


You have not made sufficient attempt to allow 
the humble employee the privilege of sharing 
with you the sense of glamour that you have 
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in the social mission which you are helping to 
fulfill. It is a responsibility of your leadership 
to dramatize, to make clear, to make sympathetic, 
to make appealing to the very humblest person 
employed, the glory, the importance and the so- 
cial dignity of the thing that they are doing. 
People would rather be usefully occupied than 
not. People would rather feel they were working 
for some honorable end and not being exploited. 
But hospital workers are not mind-readers. They 
are often people of limited education. They are, 
at least as they now see it, working under situa- 
tions all too similar to those in the factory next 
door. 
Responsibility of Administrators 


The responsibility is upon administrators 
through wiser and more astute, more sympathetic 
human relationship, to translate the aims, the 
glorious aims of your organization, down into 
words and acts which the people at the bottom un- 
derstand, will respond to, and will come along 
with. 

I would like to amplify this point. But may I be 
pardoned if I say that with respect to the leader- 
ship emphasis in administration, there is a volume 
called “The Art of Leadership”* wherein I have 
gone into this whole topic in much more detail, 
even down to the question of the tone of voice to 
be used and the phrasing of a command and all 
that sort of thing, all of which I believe confident- 
ly can be improved, can be changed in people. 

I am not of those who says leaders are born and 
not made. I am of the school which says that 

,every supervisor is a potential leader and every 
supervisor can, by taking thought, improve nu- 
merous parts of his or her technique which will 
make his contacts with people far more effective, 
far more inspiring than is usually the case. 

Nor am I going to take the time to consider fur- 
ther these procedures which I mentioned as the 
ways through which much of personnel work can 
get itself translated into action. This is not the 
place to discuss in detail the procedure of selection 
or training or job analysis or provisions of right 
working conditions, vital as all these are. All I 
can say is that we do know and have ample evi- 
dences which can be readily drawn upon .from 
other fields, of how techniques in the fields of se- 
lection, training, etc., could be taken over by your 
organizations and utilized most effectively. 


I suppose we would agree, then, that we cannot 
go on as we are. If it is outside pressure which 
has started our thinking and some change of pol- 
icy in respect to these matters, so be it. All Iam 
Suggesting and urging is that from now on we 
will be wise administrators if it is not pressure 


ee 


*“McGraw-Hill Book Co., N. Y., 1935. 
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from the outside that prompts us to re-examina- 
tion, to change and improvement. We will be 
wise administrators as we realize that the prompt- 
ing should come from our own lively sense of what 
is fair, honorable, decent, and democratic in the 
conduct of our institutions. 

You have already, may I urge, the pattern and 
the suggestion of how it is to be done on the or- 
ganization side. What is needed now is the will 
to the application. Nor can you object, I think, 
that the cost is going to be the great difficulty. 
There may be in respect to certain of the items 
which I have suggested, a slight actual net cost. 
In the total and over a period of years, I am sure 
it is going to be true of you as it has been, broadly 
speaking, of industrial establishments, that the 
net cost of what you do in personnel in point of 
the salaries you pay and procedures you require, 
will be more than offset by increases in operating 
efficiency, by a more amiable and more harmo- 
nious attitude of mind throughout the organiza- 
tion, and by a greater peace of mind on the part 
of those who are administrating, all of which can 
be of untold value. 


Cost Problem in Terms of Employment 


Regarding the cost problem, it seems to me the 
time has come when we must acknowledge that 
the cost of operation in regard to fair terms of 
employment and decent procedures which we can 
justify in dealing with human beings, is a neces- 
sary part of total costs. The time has come when 
hospitals have got to go before their communities 
and before their Boards of Trustees, and say, 
“Hither we run this organization with such costs 
as are necessary to make it a defensible human in- 
stitution where people are not exploited, where 
people are fairly treated, or we cannot run the 
hospital at all.” Those must be the alternatives 
which we as wise leaders shall put before our com- 
munities. : 

“If there is harmony in the factory, there will 
be harmony in the piano,” was the slogan of a 
shrewd piano manufacturer. In the same way, if 
there is a healthy relation between hospitals and 
all employees, there will be a healthy attitude to 
ward the patients and there will be quicker health 
among the patients. 

I am proud that the hospital world of the 
Western Coast of this country should be so con- 
cerned, so eager to press on into bigger and 
finer things with respect to its relations with em- 
ployees. I am honored that you are willing to 
have me come and discuss these matters with you, 
to help forward the attack upon them. I only hope 
that I may thus have strengthened your resolve to 
handle this important problem in a democratic, 
statesmanlike, forward-looking way. 
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and interns it is essential that there be pro- 

vided adequate facilities for the care of patients 
in order that the proper type and amount of clini- 
cal material will be available. It is our belief that 
the out-patient department offers a type of clini- 
cal material that is just as valuable, if not more 
so, than in-patient departments. Both types of 
cases are necessary, but the patients in the out- 
patient department more nearly resemble the type 
that the average practitioner will encounter in his 
private practice, hence their importance. In this 
connection, then, the out-patient department 
should be well organized and suitably housed in 
order that the service rendered the patients will 
be complete and the instruction given to the stu- 
dents will be educationally worthwhile. 


[’ THE teaching of medicine to undergraduates 


Two years ago, a survey of our institution in- 


dicated that there were adequate hospital facili- 
ties for the proper teaching of medical students, 
there being four separate units with a bed ca- 
pacity of 484 of which approximately 400 were 
ward beds. At the same time it was found that 
the out-patient department was housed in an old 
hospital building which was ill-adapted to care for 
the approximately sixty-five thousand visits per 
year. It was also recognized that there were sev- 
eral important laboratories which were inade- 
quately housed and these laboratories were those 
closely allied with the clinical departments. 


Keeping these facts in mind, plans were laid 
for the erection of this new building which will 
be a combination out-patient clinic and laboratory 
building. An anonymous donor gave $300,000.00 
toward the project which was supplemented by a 
grant from the Public Works Administration in 
the amount of $239,000.00. <A city block of land 
was already owned by the institution which al- 
lowed construction to begin immediately upon re- 
ceipt of funds. 


In planning the building, the fact was kept in 
mind that in the near future a new hospital for 
white patients would be needed to replace the 
present building used for this purpose and it was 
also felt that these two buildings must be con- 
nected. 
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After considering several types of floor plans 
we finally decided on the “T” shape as will be 
noted in the sketches. This building will consume 
about one-third of the space available and will 
allow for the future hospital to tie in with this 
building, the hospital taking the shape of a cross. 


It has been necessary in planning this building 
to keep in mind the necessity of separating the 
races. It will be noted, therefore, that on the 
floor plans exhibited there will be separate wait- 
ing rooms for negro and white patients. 


The Sub-Basement 


The sub-basement being entirely underground 
will consist of storage rooms and in this area 
there will be a connection with our underground 
tunnel system. The building will be heated from 
the central power plant, the pipes entering the 
building through the tunnel connection. 


The Basement Floor 


The basement floor will have a large locker room 
for medical students and adequate space for the 
record department. The record department will 
have a compressed air carrier system to each floor 
for the purpose of easily transferring records and 
messages. The pharmacy will also be housed in 
the basement and will allow for a combination of 
the hospital and out-patient department drug 
rooms. This drug room is unique in that it serves 
for the teaching of pharmacy students, as well 
as for the actual compounding of prescriptions for 
patients. Prescriptions filled by pharmacy stu- 
dents are carefully checked by a registered 
pharmacist. In addition to these departments the 
urology, dermatology, and syphilogy clinics will 
be housed on this floor. 


The First Floor 


The lobby or first floor will be used largely for 
administration. This floor will house the director’s 
office, two dental operating rooms, a lounge for 
the staff, space for the social service department 
and the pediatric clinic. As is shown in the 
sketch of this floor it will be seen that there is a 
rather unique system of waiting rooms in the 
pediatric clinic. These consist of a number of 
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The Hospital Center of the Medical College of Virginia 


small stalls in which the mothers and children 
can wait, being entirely and completely separated 
from other children to prevent cross infection. 


The Main Lobby 


The main lobby on this floor will consist of a 
marble floor with six feet of marble wainscot. 
With this construction provisions have been made 
for five feet of space above the: wainscot for 
future murals. In addition the ceiling will be 
treated with a popular brand of acoustical mate- 
rial and light in the lobby will be effected by 
means of indirect illumination. 


The Second Floor 


The second floor will house the medical depart- 
ment, separate space being provided for general 
medicine, neurology, thoracic clinic, and metabolic 
clinic. In addition there will be an assembly room 
to accommodate one hundred people and provi- 
sions have been made for a small reading library. 
The student health physician will also have his 
office on this floor. 


The Third Floor 


The third floor will be devoted entirely to the 
use of the surgical department as will be seen by 
one of the accompanying sketches. There will be 
two operating rooms for surgery together with 
dark rooms and several small examining rooms 


June, 1937 


or treatment rooms. Connected with this will be 
the orthopedic department. On the same floor 
there will be provisions for gynecology and ob- 
stetrics and care has been taken that these de- 
partments while being close to each other will 
be entirely separate. This has been planned in 
order to prevent any possibility of cross infection. 
Ophthalmology and otolaryngology will consume 
one wing of this floor, each having its own sep- 
arate space. Due to the fact that these clinics 
meet at different times during the day each de- 
partment can avail itself of the facilities of the 
other department. 


The Fourth to the Eighth Floor 


The fourth floor will house bio-chemistry, the 
fifth floor pathology and the sixth floor bacteri- 
ology. For the present the seventh floor will be 
used for physiotherapy and the eighth floor for 
office purposes. 


The Tower 


The central portion of the building will be car- 
ried up into a tower which will house the elevator 
machinery together with other noise making ma- 
chines such as blowers and exhaust fans. This 
central tower will be in the shape of a dome and 
covered with a copper roof. 


The entire building will be air-conditioned, 
washed and filtered air being brought in from the 
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roof and forced into the various clinics. This 
positive pressure type of ventilation prevents the 
drawing in of dust from the doors and windows 
and we feel is far superior to the suction type. 
At the same time there will be a suction system 
connected with the hoods in the laboratories and 
also with the lavatories. 


The telephone switchboard for the entire insti- 
tution will be located in this building and will be 
connected with a loud speaker call system. There 
will also be a bell-light call system in each clinic 
for nurses and attendants. 


A Special Feature of Construction 


Another unique detail of construction is that 
there will be a very small amount of plaster in 
the entire building. The building is constructed 
so that there is no support except through the 
steel structure, there being no fixed partitions 
through the building. The outside walls will be 
lined with glazed brick and the partitions will be 
of a movable steel type. These partitions are three 
inches thick, consisting of two sheets of heavy 
gauge steel, each of which is backed up with one- 
half inch of sound proofing and heat resisting 
material. The partitions are finished with a baked 
enamel similar to porcelain. The flexibility of 
these partitions in being easily moved is the basis 


for their selection. They can be moved speedily 
with a minimum amount of destruction to the 
building proper and the partitions have a 100 per 
cent salvage value even if removed entirely. 


The Elevators 


There will be two elevators with a speed of 500 
feet per minute, each with a capacity of 5,000 
pounds. These elevators are so arranged and 
constructed that they can be operated by an at- 
tendant or manually operated with a collective 
control system. 


The exterior of the building consists of Indiana 
lime stone from the ground to the windows of 
the first floor and for decorative purposes about 
the entrances. The exterior of the building is 
of sand finished brick with specially burnt 
moulded brick under the window sills producing 
spandrels. This gives a resulting effect of large 
perpendicular flutes in line with the windows. 


Dr. William H. Walsh of Chicago was consultant 
on this building and Mr. G. A. Peple, Jr., of Rich- 
mond, Virginia, has charge of the heating, plumb- 
ing and mechanical equipment. 


The building is now under construction and 
should be ready for occupancy during the early 
part of the summer. 





Joseph G. Norby the New Superintendent 
of Columbia Hospital, Milwaukee 


Joseph G. Norby, who for the past fifteen years 
has been superintendent of the Fairview Hospi- 
tal, Minneapolis, Minnesota, has been appointed 
superintendent of the Columbia Hospital, Milwau- 
kee, Wisconsin, succeeding Earl R. Chandler. 


Mr. Norby has taken an active interest in edu- 
cational and public welfare affairs in the state of 
Minnesota for many years. He is a member of 
the Board of Trustees of St. Olaf College, and has 
occupied prominent positions in many private and 
public organizations. He has been an active mem- 
ber of the American Hospital Association, and 
chairman of several of its important committees, 
and has been director and president of the Min- 
nesota State Hospital Association. He is at pres- 
ent treasurer of the American Protestant Hospi- 
tal Association. He has long been recognized as 
one of the leading hospital administrators and 
hospital authorities in the west, and he enjoys 
the respect and confidence of every one with whom 
he comes in contact. With all the background of 
successful experience as a hospital administrator 
in Minnesota, wtih his great interest in all move- 
ments which will benefit the public, he will bring 
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to Columbia Hospital the qualifications which are 
essential to the development of a fine institution. 


Dr. Thomas R. Ponton New Editor 
of Hospital Management 


Hospital Management has announced the ap- 
pointment of Dr. Thomas R. Ponton as editor of 
that magazine. Dr. Ponton is widely known in 
the hospital field throughout the United States 
and Canada. He has been the successful admin- 
istrator of several large hospitals and has been 
a field representative of the American College of 
Surgeons. He is the author of “Alphabetical 
Nomenclature of Disease’ and other publications. 
He has been a valuable contributor to hospital 
literature for many years and in addition is highly 
experienced in hospital operation and manage- 
ment. He has from time to time been engaged 
in editorial work. He will bring the Hospital 
Management a ripe experience, a fluent pen, and 
sound editorial ability and will continue the fine 
work which this widely read and useful hospital 
publication has accomplished, for so many years. 

HOSPITALS joins with the many friends of 
Dr. Ponton in wishing him an abundant success 
as editor in his new field. 
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Use and Misuse of Medical and Social Data 


DOROTHY KETCHAM, Director, Social Service Department 
University Hospital, Ann Arbor, Michigan 


established, has endured, and been maintained 

as a place for the treatment or service of those 
who are sick, where facilities for care are avail- 
able, and professional control and exchange pos- 
sible. The media of relationships or exchange 
within the institution and between the institution 
and community are manifold being essentially the 
same as elsewhere, economic, physical, profes- 
sional, personal in character. Information or 
knowledge is a medium which might be considered 
from many points of view: the planning of what 
we want to know and ask; methods for securing 
the information; the procuring, transcribing, 
cumulation, criticism, inspection, use, exchange, 
application are all way stations in an interminable 
series of questions. 


Tes hospital as a community or social unit was 


The hospital has an important part to play, for 
both the professional and lay community agencies 
and individuals call for bits or correlations of ma- 
terials oral or written: How many patients do 
you have? What is your classification, personnel, 
physical equipment, investment, etc.? What do 
you do under this circumstance, or in that event? 
If the mail does not carry several questionnaires 
it is sure to be well filled with letters of inquiry 
or comment which cannot be disregarded but 
often requires the consideration of several per- 
sons and groups to be the mature reflection of 
agreed opinion adjusted to the need of the in- 
quirer. 


Information may be a means or an objective, 
an investment or property interest in knowledge 
of the disease itself, the patient, or the institu- 
tion. It may be a tool of inquiry, direction, con- 
trol or treatment which may be put to profes- 
sional, community or even individual use. The in- 
dividual or patient to whom the service or knowl- 
edge is applied knows little of the significance or 


ulterior uses, merely the immediate application. 


and results. , 


The Purpose of the Use or Release of Information 


The use or release of information is usually the 
agreed objective of investigation, accumulation, 
an evaluation of material incidental to and con- 
trolled by factors and individuals not always ob- 
vious, sometimes even forgotten. The actual 
humber of calls for information has increased re- 
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markably; the content of reports has widened as 
the community understanding of the significance 
and cost for health has deepened. 


Reports to the Department of Health, to ad- 
ministrative, accounting, and other agencies are 
required by statute, rule and regulation as prece- 
dent to payment and are significant in their re- 
action upon the physician and patient—preclud- 
ing the control of information relayed to others 
by these groups. Thus the release of information 
regarding the source of infection or contacts 
brings immediate repercussion from others. An 
innocent stereotyped follow up inquiry has been 
known to upset a number of people particularly 
when the patient is dead and the inquiry repeated. 


Why material is accumulated and retained must 
be constantly reviewed. The actual investment of 
personnel, space, individual interest, time, capi- 
tal, etc., is quite remarkable in any hospital. The 
use may be required by custom, statute, or imme- 
diate circumstances. When can we refuse to re- 
tain or release materials? e. g. Western Union is 
required to destroy telegrams after a time speci- 
fied. What we do is effective only insofar as re- 
sults are demonstrable or justified, thus, the per- 
formance or program in social or welfare activi- 
ties must be based upon and controlled by scien- 
tific knowledge and impartial review. Cause and 
effect must be scrutinized with a regard to under- 
lying principles, and records are essential to any 
scheme of evaluation. 


Where Progress Has Been Made 


Great progress has been made in many respects 
both in the accumulation, tabulation, and use of 
materials particularly in respect to volume. But 
intelligent citizens who believe in a democracy 
have responsibilities not the least of which is the 
intelligent criticism and participation in the for- 
ward drives of civilization to protect and sustain 
the helpless and dependent in sickness and health, 
prevention and cure. What do we accomplish, 
where do we fail? Sickness is often a shock to 
the individual and community but no emotional 
indulgence or formalistic accumulation regarding 
results will suffice. Misinformation or loose in- 
formation only muddles the work and defeats the 
participants. 


The social worker in the hospital approaches the 
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patient with a definite objective, controlled and 
guided by the medical program, individual need, 
institutional agreement and community request, 
having an ease of entry to the patient which in 
itself requires from her maturity, discrimination, 
skill, and judgment proportionate to the complex- 
ity of circumstance. This is no cloak which can 
be put on and discarded, but requires constant and 
diligent study and effort as evidenced by an ade- 
quate social record significantly used, freedom of 
exchange with the physician and meticulous re- 
gard for agreed institutional, professional, and 
personal requirements even predilections. 


It is characteristic of the medical profession 
that they record the medical situations with which 
they deal and their methods of meeting them. 
Progress has been based upon this mode of ob- 
servation and research. Many impartial tests con- 
tribute to diagnosis. In eye examination much 
of the methodology has developed through profes- 
sional usage, individual defense and legal require- 
ment or responsibility which results as well from 
diagnosis, treatment and control of the disease, 
the patient and physician. The standardizing or 
accumulation of material is one thing while its 
use and release is another. 


Knowledge can be a most selfishly cherished 
asset; in reality a form of treatment, applied and 
directed jealously and when released carelessly 
or fortuitously may destroy the very thing we 
wish to establish firmly. The doctor does not 
promise cure but widens the patient’s knowledge 
by usual daily experience or control. He has been 
known to disagree with colleagues and through 
painstaking researches strike out and prove new 
methods, new objectives, new results. Should 
this patient be informed of his condition may be 
a most knotty professional problem. What result 
will be secured may be the deciding factor both 
in the treatment of the individual, family, or 
community relationships. 


The Need for Control 


With the facility of expression and the avail- 
ability of information comes the need for control, 
for use means abuse and the power to create a 
true incident of sovereignty which carries with 
it the responsibility of discriminating perform- 
ance. Agreement as to means of exchange and 
methods of application may be contingent upon 
careful sifting of each situation and mutual con- 
fidence. Not the mere categorical refusal but the 
considered objective and means intimately in- 
tegrated to the best interests of all. The increase 
in persons healed at public expense and freedom 
of communication, the refusal of information at 
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a critical time, faulty information or misinforma- 
tion when accuracy is required may develop into 
a serious situation even an actionable offense. 
Thus the doctor is expected to warn of contagious 
precautions necessary, Western Union contracts 
to deliver a telegram. 


Medicine and Law 


Both law and medicine have through genera- 
tions forged tools of information grounded on in- 
dividualistic considerations but forming a defense 
for patient, physician, and community. A law suit 
presents the adjustment of a conflict upon cer- 
tain principles of experience, the careful sifting 
of evidence and method, which process of adjust- 
ment or conflict is accompanied by pleasure and 
resentment commonplace in any situation. There 
are basic principles of law and polity applicable 
with which we must be familiar, constantly im- 
plementing our materials with new force and dis- 
crimination, recognizing always that evidence per 
se becomes a significant tool for justice and deci- 
sion. Perhaps we have overemphasized the ac- 
cumulation of material and procrastinated in re- 
lease except when pressure and economic consid- 
eration require. 


A quarrel goes to the judge for settlement but 
many times the judge sits in the market place 
viewing the actual circumstances, knowing the 
personalities. The cloistered atmosphere of the 
higher courts is rather rarefied for ordinary di- 
plomacies and most adjustments are made outside 
the accepted halls of justice, as in the wards, cor- 
ridors, clinics of hospitals away from executive 
offices and often with tremendous pressure. The 
judge will base his conclusions upon the law and 
the facts as known and presented in this and pre- 
vious situations, others may have a more nar- 
rowed vision. The facts may be ascertained 
through the introduction of evidence of what hap- 
pened, when and how, who is involved, why the 
court does not make its own investigation, but 
material is presented to the court by the individ- 
uals involved. 


The Importance of Evidence 


The law may be written or unwritten but is the 
agreed principle controlling and changing from 
time to time with us all. What is evidence in 
court is a fairly good gauge of accepted experi- 
ence; it must include facts and experiences, fair 
and equable so far as we can secure them; for 
life may hang, literally, upon its verity. 


Generations of conflict have shown some types 
of evidence tending toward greater exactness 
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than others. The eye witness to an accident may 
have seen something while secondary and hearsay 
evidence is not accepted. Records made in the 
course of business may be significant in the ab- 
sence of other testimony just as the written 
rather than the oral contract or agreement is con- 
clusive under some circumstances as in the Statute 
of Frauds. When may a person testify as to what 
he saw or did? The babblings of an insane per- 
son, an infant, may give the key to investigation 
but it will not be acceptable in court. A man is 
not required to testify against himself. 


It is pointed out that the trend of opinion is 
against the expert for who believes the person 
who claims to be impartial? He usually has an 
objective, sometimes an axe to be ground. Fair- 
ness, justice, equity may cloak many positive evils 
as well as partisan discrizination. 


The Place of the Hospital Record in Evidence 


Expert evidence is available in court in some 
situations: The fact that a man is dead under 
usual circumstances is demonstrable provided 
there is a corpus delicti, but how he died, whether 
of poison, heart disease, injury, etc., may be a 
medical question requiring great professional 
skill. 


Medical evidence is usually introduced into 
court through the physician who interprets and 
presents professional data. An elevated temper- 
ature may be only an incident of the disease and 
certainly the chart is practically without value to 
the layman. The medical or hospital record un- 
doubtedly contains very valuable professional ma- 
terial but its use must be most carefully con- 
sidered. 


Many states regard the medical record as hear- 
Say evidence, inexact and not acceptable in court; 
some have permitted its use to refresh the memory 
of the testifying physician; more recently some 
states, New York and Pennsylvania, have recog- 
nized the medical record as significant for those 
things which it contains, as in insanity hearings. 
Massachusetts and others permit the use of medi- 
cal records before Compensation Commissions as 
evidence of diagnosis and treatment. New Jersey 
and some states have permitted scrutiny and re- 
view of medical records in the automobile lien 
cases, there being no question of consent in re- 
lease. These are all statutory regulations. 


Birth records for illegitimate children and 
venereal cases are carefully controlled. But rec- 
ords have been excluded repeatedly where an in- 
Surance company is trying to show fraud in the 
contract; the utility company pre-existent dis- 
order contributing to the illness; divorce or an- 


June, 1937 


nulment proceedings wnless the consent of the in- 
dividual is given to the release of the material. 
Where the court has refused medical evidence 
from the physician because the patient has not 
given consent, the court will not consent to the 
introduction of the medical record which would 
accomplish indirectly that which cannot be ac- 
complished directly. 


Ethical Controls in the Release of Information 


The release of information may be formal or 
informal, oral or written, official or unofficial, 
direct or indirect, acceptable or not acceptable, 
exact and inexact, thinking or unconsidered. We 
know more about people today than at any pre- 
vious time and what good does it do us. How 
far do the rules of evidence permit us to utilize 
evidence? Medical material and medical records 
are professional tools prepared by and for the 
doctor the release and direction of which must be 
and is most carefully safeguarded by the patient 
himself, and the profession, as well as by statute 
and institutional regulation. This is true in other 
fields such as banking, schools, etc. 


There is no surer defeat in guidance than that 
entailed in directing information given by the 
individual in confidence, against him for what he 
may regard as that which is not his best inter- 
est. He will be sustained in his refusal just as 
we are criticized in release of information. The 
difference of objective and opinion in the profes- 
sional fields appears occasionally and must be ad- 
justed but as related professions it is a part of 
our obligation to sustain and further the profes- 
sional relationship by the most meticulous regard 
of ethical controls and nothing is more certain 
in its results than the misuse of inadequate and 
inexact medical material for the confusion of is- 
sues and defeat of all. Social material can be 
misused and misapplied with extraordinary non- 
chalance and confidence by many, even profes- 
sionals, to the perplexity and resentment of the 
patient and his family. 


The integrity of the individual, respect for his 
decision and choice is an important consideration 
for the courts. Certainly their experience and 
procedure is of profound significance to the social 
agency conscientiously seeking to adjust the un- 
adjustable. The physician is licensed and legally 
responsible for the diagnosis, care, and treatment 
of the patient and allied professions must be con- 
trolled by the medical program outlined by the 
physician in charge, when dealing with illness. 
Distinction is made by the courts with regard to 
information necessary to diagnosis and treatment 
excluding personal and social identifying data. 
Many patients feel that the fact of indigency is 
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at times rather blatantly used against them while 
the unmarried pregnant girl as the butt of com- 
ment has more to swallow than she can digest 
and the disposition of adoptable babies has the 
most extraordinary professional concern and help 
from astonishing and not always disinterested 
sources. 


Statutory Enactment Establishes the Direction 
and Control of Information 


The direction and control of information has 
been established and protected by statutory en- 
actment in addition to professional, institutional, 
and individual controls. An individual may be 
required to give data or be upheld in refusal. At 
common law all evidence could be brought to the 
court, and refusal to testify meant fine for con- 
tempt. The rules of evidence have weeded out 
hearsay and secondary material as inexact; a 
man is not required to testify against himself nor 
wife against her husband. We are not subject 
to random search and seizure but there are ac- 
cepted methods of approach which must be used 
and protected. The integrity and sovereignty of 
the individual are important considerations in in- 
dividual, community and institutional practice, 
not empty phrases for textbooks only. 


It is required in sickness that the consent of 
the patient be given for medical care and treat- 
ment, except in an emergency, which includes spe- 
cial consent for operative work, nor is the re- 
fusal of general or operative care necessarily in- 
dicative of a voiding of future service. The ex- 
istence of the emergency must be demonstrated to 
the jury as a matter of fact, the term itself being 
defined by professional agreement and often by 
statute. The patient may refuse to consult the 
physician, select an unqualified or poorly qualified 
physician, refuse his advice, withdraw from treat- 
ment in whole or in part; while the physician, al- 
though licensed, is not required to practice, may 
be a general rather than a specialized practitioner 
(psychiatrist) (orthopedist) may refuse to treat 
a patient or under circumstances withdraw from 
the case. 


The ethical code of the medical group is pretty 
well established and draws together usually the 
best of their experience. The B. M. A. was not 
active in the drafting of the Health Insurance 
Law, but did insist upon the right of the patient 
to select his own physician and as a general pro- 
nouncement this is quite widely accepted. The 
Compensation Laws emphasize the selection of 
the recognized physician by the employer and the 
injured person repudiates this choice at the risk 
of paying his own bill. Standards or principles 
of release, exchange, administration are impor- 
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tant to many people. The patient, the workman, 
his family or dependents have neither the dis- 
crimination, skill, or resistance to meet the pres- 
sures of inquiry which may be as much a chal- 
lenge to the institution seeking to protect and 
encourage the welfare of the patient. How many 
times do we ask the same questions? 


Honest Reporting Must Be Guaranteed in 
Medical Cases 


Medical care under the Compensation Laws 
must consider both the employer and employee, 
nor are the questions for adjustment simple. Some 
principles have emerged however: Medical care 
is to be given the person injured by accident dur- 
ing the course of his employment. Nor does this 
include occupational disease unless so provided. 
Secretary Perkins went further than this saying 
recently, ‘Our main problem as public officials is 
to see that we have proper and adequate medical 
care in each case and that the costs for this medi- 
cal care are reasonable. I think it is our essen- 
tial duty to see to it that we are guaranteed honest 
reporting in all medical cases.” Reporting is dis- 
cussed from many angles as an important ap- 
proach to or exclusion from awards and benefits. 


The Attitude of the Courts in Workmen’s 
Compensation Cases 


There are circumstances under which the courts 
have upheld the workman in his refusal of medi- 
cal recommendations, but where compensation 
and medical care have been continued, as where 
the doctors disagree as to necessity or results; 
the work being particularly hazardous or doubt- 
ful in outcome, the patient a poor risk because of 
age, condition, etc., has been upheld. Workmen’s 
Compensation as one of the large medical care 
opportunities has approached from and empha- 
sized economic issues, remuneration in accident, 
injury, occupational disease, loss of time, func- 
tioning, etc. But even when the patient is patently 
ignorant and unjustified in his conclusions and 
refusal, the courts have at times held up his hands 
and protected his reception or rejection of care. 
On the other hand compensation has been refused 
where he refuses to comply with simple uncom- 
plicated work, necessary examination, etc. The 
honest reporting of a situation sounds easy but 
in its accomplishment requires many negotiations 
not simple and evident. 


The group of individuals we see in the hospital 
is but a cross section of the community tempo- 
rarily under what may be extraordinary and diffi- 
cult circumstances. More than one patient has 
outlived his disease to review and relate in later 
years some of the inquiries and methods in which 
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kindliness, accuracy, ease of contact, and accessi- 
bility are noted with gratification—not to omit 
individualization and absence of bustle. In our 
service to patients we try to see the individual, 
what he wants, needs, and has in mind, proceed- 
ing in each step to give the assurance and courage 
which comes from a wider understanding and con- 
fidence in his own knowledge and performance. 
The circumstances are very difficult sometimes 
even intolerable to the patient. Tools are devel- 
oping and used to further this attitude deliber- 
ately seeking to raise the level of the understand- 
ing and participation, to occupy time and interest 
directing the same along accepted lines within 
the limitations of strength and energy outlined 
by the physician and congenial to the patient. 


The social worker, the school, the librarian, the 
occupational therapists in a hospital are but 
teachers approaching from different fields to help 
in the negotiation of a day or an interval with ac- 
cepted human tools for understanding and prog- 
ress in an educational process grounded on dis- 
ease, discomfort, insecurity, unfamiliar surround- 
ings and many strange personalities. The process 
of rehabilitation or adjustment on the part of the 
patient requires time, effort and education along 
new and familiar lines. In the entire life span 
hospitalization may be but a tragic flash in the pan 
notwithstanding its conclusive characteristics. 


The Interests of the Patient and the Community 
in Correct Hospital Recording 


The adult learns from the opportunity and en- 
couragement to read, the manipulation of mate- 
rials, new characteristics, adjustments, even 
pleasures. This is true whether we are sick or 
well, at home or in the hospital. Just as the child 
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in fingering the ball and throwing it, in telling 
or acting his own or folk tales, learns to exchange 
with others. We can do no more than guide and 
select the experience; often it is rejected in whole 
or in part by patient, professional or community 
but during peak periods which may be indicated 
in illness we find a focusing of attention which 
may be more productive of results than we antici- 
pate. Fear and discomfort make us huddle to- 
gether to find out about our neighbor, what he 
did, why and how. Nor do we record, correlate, 
itemize and publish results as should in defense 
be done. In welfare as in all other fields each 
informed, partially or uninformed individual has 
a remedy, not always substantiated by results, 
tending to confuse progress and understanding. 
Hospital recording and reporting has been from 
the point of view of the physician and profes- 
sional significance of the disease. The individual 
patient and the community have also wide inter- 
ests here. 


The instruction of the individual within the ill- 
ness and circumstances in which he is found, en- 
couraging him to define new interests, opportuni- 
ties and experiences; transferring from experi- 
ence to experience with a minimum of fear at 
least to fumble the familiar is a forward advance 
in the administration of hospitals and medical 
care; seeking to relieve the tension of the in- 
dividual for a more integrated and usable pro- 
gram of adjustment. The respects and protection 
of the individual who has the disease and a rea- 
sonable consideration of his understanding, pro- 
tection and participation in any program affect- 
ing present and future adjustments is of greater 
significance to the individual whose life and per- 
formance is at stake. 
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Dr. Willis G. Nealley 


Dr. Willis G. Nealley has completed 25 years 
of service as medical director of Brooklyn Hos- 
pital. On the occasion of his silver anniversary 
his Board of Trustees honored him with a lunch- 
eon and presented him with a gold watch in ap- 
preciation of his service of a quarter of a century. 

Dr. Nealley is one of the best known and most 
successful hospital directors in Metropolitan New 
York. He began his administrative career in the 
institution which he has done so much to develop. 
His services to the hospital field have been widely 
recognized and his contributions have been as 
great to all hospitals as to the institution, the 
progress of which he has so ably directed. He 
has been a medical director who has worked with 
his Board of Trustees and staff for the patients, 
for whom his hospital has cared. 
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Dr. Nealley was further honored by being 
elected the first president of the newly organized 
Greater New York Hospital Association, which 
has been formed by a merger of the New York 
Hospital Conference and the Brooklyn Hospital 
Council and which takes in all of the voluntary 


hospitals in the five boroughs. Dr. Goldwater, 
Commissioner of Hospitals of New York, said im- 
mediately after the organization meeting, that in 
all probability the municipal hospitals will come 
into the new Association. 

And so the Brooklyn Hospital, in common with 
other great hospitals, in this country, contrib- 
uted most to its own advancement by selecting an 
able and experienced administrator and retaining 
his services for more than twenty-five years. 





Administration 


A HAYWOOD, M.D., General Superintendent 


Vancouver General Hospital, Vancouver, British Columbia, Canada 


administration as it is involved in the follow- 


HAVE been asked to discuss the subject of 
ing four questions: 


I What should be the relationship of the ad- 
ministrative officer or superintendent to the 
government body; the personnel; the medi- 
cal staff; the patient; the community; the 
hospital field; the Health Department and 
welfare organizations? 


II What methods can be used to stimulate in- 
terest among the personnel of the various 
departments of the hospital? 


III How best can the superintendent keep 
abreast with advances in hospital adminis- 
tration ? 


IV What is the maximum of safety of bed occu- 
pancy in a large general hospital? 


These questions are discussed briefly in the 
order in which they are presented. 


I 


Relationship of the Administrative Officer to the 
Governing Body 


It is generally recognized in the hospital field, 
as in the business field, that the chief executive 
officer of a hospital is the one officer who is en- 
gaged and discharged by the governing body. He 
should be in the same relation to the governing 
body of the hospital as the general manager of 
a business should be in relation to his directors. 
Providing that the governing body is faithful to 
its trust and that politics do not enter into their 
deliberations, the conscientious administrator 
need not have any fear of being placed in the 
category of an employee or a servant of the Board 
of Directors. His main duty is to carry out the 
policies which will be determined by the govern- 
ing body, although an ambitious and aggressive 
administrator will continually bring to his govern- 
ing body suggested changes in policy and new poli- 
cies which may either be turned down or accepted 
by the governing body. It is questionable whether 
it is wise for the administrator to have a vote 
in the deliberations of the governing body. I 
think, in the majority of cases, this is not prac- 


Presented at the British Columbia-Idaho-Montana-Oregon- 
Washington Sectional Meeting of the American College of Sur- 
geons, Seattle, April 1, 1937. 


38 


tical. Personally, I would not like to be placed in 
the position of having to cast the deciding vote 
at a meeting of the governing body. 


It is amazing to note, at hospital association 
meetings, that the question is still discussed as to 
whether the director of the hospital should attend 
meetings of the governing body or not. The an- 
swer to that should be in the affirmative if the 
governing body is to expect the close and sincere 
cooperation of the administrator. 


Again comparing the hospital organization with 
a business organization, it would be very detri- 


. mental to the management of the hospital if the 


members of the governing body should interfere 
in the detail of the administration of the hospital. 
They would not tolerate it for a moment in their 
own business, and yet it is surprising how often 
one hears of this unfortunate practice. 


It is many years now since the governing bodies 
of hospitals have seen the wisdom of having a 
prepared budget to guide the administrative of- 
ficer during the ensuing year. The preparation of 
this budget is naturally the duty of the adminis- 
trator in collaboration with his various depart- 
ment heads. He should make an earnest attempt 
to compile his expenses for the coming year, and 
also the receipts. This budget, once accepted and 
passed by the governing body becomes the ad- 
ministrator’s authority for the expenditure of 
money for the ensuing year, and if carried to its 
logical conclusion enables each department head 
to have a clear-cut picture as to whether he is 
keeping within his budget or exceeding it. The 
governing body has a right to regular reports re- 
garding the working out of this budget from 
month to month or quarter to quarter as the case 
may be. 


The administrator should be invested with 
authority by the governing body to engage or 
dismiss all employees, subject in the case of dis- 
missal, to an appeal to the governing body. It is 
only in this way that employees will recognize 
that, in the administrator, lies the power of chief 
executive officer. Following this to its logical 
conclusion the administrator will cause to be in- 
stituted rules and regulations for the administra- 
tion of the various departments of the hospital, 
and in collaboration with the heads of these de- 
partments, will outline the duties of all employees. 
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The governing body should demand regular 
reports from the administrator. Only too fre- 
quently these reports deal with the financial po- 
sition of the hospital only but, as has frequently 
been stated, the governing body are trustees of 
the patients’ health as well as finances and should 
be educated to not only demand a medical audit, 
but to understand this medical audit. While the 
financial and medical reports would appear to be 
the most essential for the information of the 
governing body, a report on the general prob- 
lems, failures, and successes of the institution, 
will not only be enlightening to the Board of Di- 
rectors but will keep before them constantly the 
problems of the administrator. 


Last but not least in this connection, the ad- 
ministrator should be sufficiently versed in hos- 
pital planning and construction so he can work 
intelligently with the hospital architect and thus 
avoid some of the glaring mistakes which we all 
know to our sorrow have been made in the plan- 
ning and construction of many institutions. 


Relationship of the Administrative Officer 
to the Personnel 


As already stated, in the administrator’s re- 
lationship to the governing body, his first duty 
is to interpret and transmit to the personnel the 
policy decided on from time to time by the gov- 
erning body, and on the other hand to transmit 
and interpret to the governing body suggestions 
and requests from the personnel, whether medical 
or lay. In transmitting to the personnel the 
wishes of the governing body, he will be wise to 
do this in the form of standing orders. Espe- 
cially is it wise in regard to the professional care 
of the patients, for example, to insist that orders 
for the care of patients be made in writing. The 
wisdom of this, I think, is apparent to all. Stand- 
ing orders in respect to the professional care of 
patients are best worked out in conference with a 


,committee of the hospital staff. Those orders 


dealing solely with problems of administration 
generally emanate from the chief administrative 
officer after conference with his departmental 
heads. In this latter regard it should be the duty 
of the administrator to select the various depart- 
ment heads as well as his own immediate assist- 
ants. After that, he will be wise to give the 
widest powers to those whom he selects. There 
is no doubt that he will receive in return much 
more loyal support than if he interferes in the 
detail of their administrative problems any more 
than he would wish to be interfered with by his 
own governing body. 


The employees are part of his hospital family 
and, as such, it is his duty to see to their well- 


June, 1937 


being. There should be routine physical examina- 
tion of all personnel on employment, this physical 
examination to be continued at intervals where 
and when advisable and, in the event of illness 
overtaking an employee, arrangements should be 
made to see that he or she is hospitalized or is in 
a position to receive adequate professional care 
at home. The administrator has also a moral 
duty to the personnel—to see that their social, 
recreational, and educational activities, in so far 
as their employment will permit, are organized 
and carried out to the end that they will be happy 
in their duties and have more than a superficial 
knowledge of what is to be expected of them, 
even to the question of lectures, (for example to 
the orderly staff on first aid, etc.) in addition to 
frequent and regular conferences with the vari- 
ous department heads meeting together. It is 
only by these frequent departmental conferences 
that the efforts of the various departments can 
be co-ordinated to avoid overlapping and clash- 
ing of interests, personal or otherwise. 


Relationship of the Administrative Officer 
to the Medical Staff 


In this regara it would appear that the admin- 
istrative officer who is a medical man would be 
at an advantage over his colleague who lacked 
a medical degree, as one of his chief responsibil- 
ities is to act as liaison officer between the med- 
ical staff and the governing body. This should 
not be taken in any way as criticism of the lay 
superintendent, as this difficulty can and has been 
overcome in many instances by the establishment 
of a joint conference committee composed of mem- 
bers of the medical staff and members of the gov- 
erning body. 


The average Board of Directors or governing 
body is not in a position, as a rule, to appoint the 
medical staff. They must look to competent ad- 
vice on this important question and he would be 
a brave administrator who felt qualified single- 
handed to make these recommendations. His 
duty rather would be to seek advice of a commit- 
tee of the medical staff, who might be called the 
Staff Qualifications Committee, and communicate 
their recommendations for appointments to the 
governing body. This would undoubtedly pro- 
mote much more friendly relations between the 
administrative officer and the medical staff. 


Hospital policies as set out by the governing 
body are, as a rule, formulated in the first place 
by the medical staff, and it is the duty of the 
administrative officer to see that these policies 
are carried out, even to the punishing by suspen- 
sion or expulsion, offending members of the med- 
ical staff. It is only by careful attention to these 
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problems that the hospital’s reputation for the 
professional care of its patients can be enhanced. 
It is also the duty of the administrative officer 
to see that all patients get adequate and proper 
treatment, and in the majority of cases he will 
have the backing of his medical staff in this re- 
gard. His interest in the problems of the medical 
staff will be more apparent to that staff if he will 
make it a policy to attend all staff conferences and 
lend a sympathetic ear to requests from the med- 
ical staff for modern facilities and equipment for 
the best care of the patients. 


As mentioned before, standing orders in regard 
to the medical staff should, above all, emphasize 
that the medical man make known his wishes in 
writing to the nurse, intern, or all concerned in 
the care of the patient. In order that these rules 
and regulations can be properly carried out, it is 
his duty to make provision for adequate medical 
records, and after doing this, to protect these rec- 
ords from abuse by lawyers and those seeking in- 
formation from curiosity. Every hospital ad- 
ministrator has heaved a sigh of relief when it 
has been necessary to produce a hospital medical 
record for court purposes, to know that the rec- 
ord is adequate, honest, and complete. 


Relationship of the Administrative Officer 
to the Patient 


The relationship of the administrative officer 
to the patient can be summed up in a very few 
words. The patient comes to the hospital be- 
cause he is ill, and it is the hospital’s duty to make 
every effort to see that the patient leaves the 
hospital cured or improved. His admission should 
be carefully supervised, as first impressions are 
often most lasting. Wherever the human ele- 
ment is a factor, mistakes will be made, with the 
result that a sympathetic hearing should be given 
to all complaints and gratitude shown where criti- 
cisms are of a constructive nature. 


Nursing is one of the many important features 
during the patient’s stay in the hospital. This 
department should be carefully organized and 
even more carefully supervised, so in the end the 
patient will find that the nursing attention, in 
addition to the medical attention, has been care- 
fully considered. 


Relationship to the Community 


Every hospital administrator is conscious of 
the feeling of the community and the public to- 
wards his hospital and, with this in mind, he 
should make every effort to ensure that the atti- 
tude of the public towards his hospital is one of 
friendliness, regardless of whether that public 
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be sick or well. This can best be accomplished 
by the administrator taking an active part in all 
community efforts having to do with the welfare 
or health of the community. He should be a 
leader in his Service Club, a pillar to whom his 
auxiliary organizations can turn for advice. Re- 
member always that such an organization as a 
Women’s Auxiliary can be made to frame public 
opinion one way or another towards the hospital. 


In the majority of cases the public feel—or at 
least should feel—that the hospital is theirs and 
they have a right to know its problems. The 
public are keen to know of new discoveries or ad- 
vances in medical or health matters, and the far- 
seeing administrator will take an active part and 
do his share in educating the public along these 
lines. To do so successfully he will need the as- 
sistance of the press who, on the whole, are a 
reasonable body. A sympathetic press will not 
embarrass the hospital by publishing, when asked 
not to, such deplorable instances as attempted 
suicides, etc. It can be pointed out to members 
of the press that in publishing such unfortunate 
occurrences, the only result is that a stigma is 
placed on the relatives of that unfortunate patient. 


Relationship of the Administrative Officer 
to the Hospital Field 


The administrative officer has a distinct duty to 
perform in regards to the hospital field. In his 
local community he can assist in the formation of 
hospital councils of which so much has been writ- 
ten recently. He should belong to his local and 
state associations, attend their meeting regularly 
and contribute to their programs. He should also 
belong to national organizations having to do 
with hospital problems, and at all of these he 
should contribute to their discussions and papers. 
In so doing he not only brings to those less fortu- 
nate the wealth of his experience (in the case of 
an administrator of long standing) but will take 
back to his own hospital many ideas which can be 
used to its advantage. 


Relationship of the Administrative Officer to 
Health Department and Welfare 
Organizations 


Practically every community has a Health De- 
partment. This Health Department brings into 
being laws, especially in regard to vital statistics, 
and it is the duty of the administrator to see that 
these laws in so far as the hospital is concerned, 
are carried out—for example in reporting com- 
municable diseases, births, deaths, etc. In many 
communities the public health clinics for the diag- 
nosis and treatment of venereal diseases, tuber- 
culosis, pre-natal, and post-natal care, child wel- 
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fare, etc., are housed in one of the leading hos- 
pitals, and it is the administrator’s duty in this 
regard to not only support them publicly but to 
lend every assistance with the hospital’s facili- 
ties to the successful administration of these pre- 
ventive, curative, and educational centers. In the 
event of epidemics, he should render every assist- 
ance to the Health Department and other organ- 
izations, not only in the prevention of epidemics, 
but in the care of those struck down. 


II 


At first glance I was at a loss to understand 
just what was meant by methods that can be 
used to stimulate interest among the personnel 
of the various departments of the hospital. I 
took it to mean, however, the heads and personnel 
of the various professional departments of the 
hospital, such as x-ray, laboratories, physiother- 
apy, etc. If I am right in my surmise, I would 
say that, in the first place, the administrative of- 
ficer must indicate his own interest in these de- 
partments by frequent visits and conferences with 


the department heads, and that full recognition 
of their efforts be made known in the annual and 
other reports made to the governing body. They 
should be given opportunities to attend at annual 
conventions and their requests for additional 
equipment and staff should be carefully studied 
and supported. 


Il. 


The administrator can keep abreast of the ad- 
vances in hospital administration by keeping in 
direct contact with others in the hospital field by 
attendance at local, state, and national meetings, 
subscribing to and reading hospital, public health, 
and other publications dealing with his particular 
problems, and also by travel, where possible, and 
enjoy a “busman’s holiday” by inspecting and 
studying new hospital construction and organiza- 
tion wherever possible. 


IV. 


The maximum of safety of bed occupancy in a 
large general hospital is eighty per cent. 
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Angina's Night Thoughts 






MRS. IRVINE L. LENROOT 
Washington, D. C. 


SUPPOSE I invited Angina Pectoris to visit 
I me, although at the time I did not realize 

what I was doing. She accepted the invita- 
tion, and insisted that I take her to my bosom. 
Once entrenched, she has great staying qualities. 
Perhaps if we make the best of the situation we 
may get some profit and even enjoyment out of 
it. Doubtless she will enter into my thoughts and 
feelings to such an extent that it will be proper to 
quote her night thoughts as my own. We are one 
for the time being. 


Angina is a very peculiar individual. She goes 
out of sight some times, but you have a feeling 
that she is just around the corner, much more 
likely to pop out than Prosperity. 


When she thinks it is time to meet you face 
to face again she may jump at you quite suddenly, 
and clutch you frantically. That is your cue for 
performing a sort of ritual to appease her. If you 
are lying down, sit up straight at once, or if on 
your feet, stop in your tracks and stand erect. 
Then salute her by drawing a deep breath, and, as 
you hold it for an instant, smartly slap your chest 
with the palm of your hand. That.often seems 
to placate her. She considers nitroglycerine a 
great delicacy, and you may quiet her very quickly 
by feeding her a morsel of it. If you do not blow 
up you will probably feel better. When you first 
attempt to climb even a little hill the proper cere- 
mony is to walk up backward, as though you were 
departing from an audience with Royalty. She 
quite insists upon these small ceremonies, and you 
soon perform them almost by instinct. By now 
you are a little less afraid of her, and quite 
reconciled to settling down to a quiet life with her 
ever at your side. 


I am getting almost familiar enough to call her 
“Angie” for short, and as we share many a night’s 
vigil we shall come to collaborate more and more 
in this chronicle of Angina’s Night Thoughts. 


Angina and I were thinking the other night of 
the things we should have to give up if she pro- 
longed her visit. I, at least, must forego skating, 
dancing, horseback riding, swimming, playing the 
jew’s-harp and other wind instruments, and I was 
feeling rather sad about it. But Angina reminded 
me with a spiteful pinch that I was eighty years 
old, and had either given up all those pleasures 
long ago, or had never indulged in them. That 
set me to thinking that as we go along through 
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life, gradually approaching our eightieth mile- 
stone, we are continually giving up, though life is 
so full that we scarcely realize it. We simply say 
some day, “I haven’t had on a pair of skates for 
ages!,” and there it is. It often takes some imp 
like Angina to remind us of the fact that we have 
put away childish things. But one still retains 
so much youthful exuberance inside! Someway 
I cannot rid myself of the sneaking hope that 
there will be horses in Heaven, and that I shall 
not even have to learn to ride, but may hop right 
on to a snow-white steed and go galloping over the 
fields of asphodel. The only horse I ever attempted 
to ride here on earth was Pegasus, and he threw 
me every time. 


I shall worry no more about bygone pleasures. 
They are mine always, to keep in my heart, a 
treasure-box that will never be empty, for I add 
to its contents every day. Angina and I are hav- 
ing a pretty good time just now. Sometimes I am 
seized with a desperate urge “to go places and 
do things,” but about the only destination I can 
think of that is possible for me is to go to seed, 
and when my unkind mirror reminds me how 
much my unruly white hair resembles a dandelion 
in its last stages, I think even that journey is 
ended. 


But in spite of ourselves our hearts will some- 
times echo Tennyson’s lines in Ulysses: 


“How dull it is to pause; to make an end, 
To rust unburnished; not to shine in use, 
As though to breathe were life!” 


One thing Angina has done for me is to make 
me acquainted with a very sweet nurse, of whom 
I have become very fond. Sometimes it is diffi- 
cult to accustom oneself to being a perfect baby 
as to helplessness, but under the care of such a 
person as Phyllis one is soon reconciled. 


But for Angie I never should have known the 
mysterious enchantment of the woods at night. 
The two casement windows in my bedroom open 
to the night like the leaves of a book of fairy tales. 
I might have missed the magic between those 
pages had she not kept me awake by her sly digs 
and pinches, and sometimes I was very cross with 
her, but she rarely let me go until I let go of her, 
when she would steal away and be gone before I 
knew it, leaving me very wide awake to listen to 
all that the night had to tell me. 


The still nights, not a leaf stirring, and the full 
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moon riding high! The lengthening shadows of 
the tall pines across the lawn, those shadows that 
hold only beauty, and those deeper shadows of 
gloom and mystery which the eye seeks in vain 
to penetrate, and from which issued all the gob- 
lins and gnomes of our childhood tales! 


There was one night of especial enchantment. It 
was warm, sultry and still, and from about eleven 
o’clock until two in the morning myriads of fire- 
flies, unusually brilliant and large, dived, plunged, 
wheeled, darted through the air, and the woods 
were a-glare with their puckish fireworks. It was 
the maddest, merriest dance I ever saw, and I told 
Angie that I was glad and thankful to have her 
for a companion rather than blindness. Yet 
Milton remembered the fireflies, and I think it was 
after he became blind that he wrote the lines that 
must have been inspired by them: 


“Fairy elves, 
Whose midnight revel by a forest-side, 
Or fountain, some belated peasant sees, 
Or dreams he sees, while overhead the moon 
Sits arbitress, and nearer to the earth 
Wheels her pale course.” 


We did not see the same fireflies that Milton 
remembered, or did we? Christ spoke of the lilies 
of the field, and I saw some wild lilies in my gar- 
den yesterday. What is immortality? The very 
same moon that Job saw “walking in brightness” 
shines upon us tonight. 


It is in the watches of the night that I have 
become reconciled to Angina. I am even grateful 
to her for many things. She curtails my physical 
activities, but leads my thoughts into infinity. 
“The long, long thoughts” of youth are wonder- 
ful thoughts, but they travel only in one direction 
—forward. The thoughts of old age go back to 
the beginning of life and forward into eternity, 
and roam at will over all the space between. We 
find in some rare moment, when all the world is 
still, that we are thinking the thoughts of Milton, 
of Job, and other great ones. Job said he was 
“full of words,” and so are we. That is why “of 
the making of books there is no end.” Angie and 
I chuckled when we remembered that Job also 
said, “O, that mine enemy would write a book!” 
We thought that he must have suffered from his 
critics. 


There were dark nights when the wind was in 
the trees and the leaves whispered of strange 
things. On such a night we remembered our 
past sins, and at eighty years of age it takes a 
good deal of remembering! 


The experiences of old age are somewhat like 
those of a drowning man. All of life seems to 
pass before one in retrospect, especially when one 
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is awake in the night. Fortunately most of the 
panorama is a pleasing one. For the first time we 
approach an understanding of our parents, and 
they seem to come near to us in tenderness and 
love. All those whom we have loved and lost come 
bringing their love to us again. The little chil- 
dren whom Time has taken from us come again 
to our arms, and kneel beside us to say their eve- 
ning prayers. Life is like a wreath, beginning 
with a closely-knitted knot of loved ones, branch- 
ing out and spreading apart as the years go by, 
but the rounding years bring the beginning and 
the end together until they unite in one perfect 
circle. 


About three o’clock in the morning in this 
northern clime day begins to dawn. 


Did a far harp sound? O hark! 

It is the note of a waking bird 
Thrills through the dark. 

A low, soft sound of sleepy love 
From a leafy nest in the tree above, 
Growing close to my window here, 
By that sign the dawn is near. 


Then the birds awaken and the choir practice 
begins. At first a few solo notes here and there, 
others coming in until the choir invisible bursts at 
full song into that glorious chorus, that morning 
hymn of praise which is the most spontaneous 
and lovely music in the world. When the anthem 
is finished the feathered musicians cease with 
one accord and the serious business of living 
begins. The early worm is caught by the first 
robin, and breakfast is ready in a hundred nests. 


Angie and I have often wished we could under- 
stand the language of the birds. It is certain that 
they have a great deal to say to each other, and 
surely the robins are witty. Papa robin is an 
affectionate fellow, always trying to encourage his 
wife, and saying to her many times a day “Cheer 
up, Dearie!” For a long time I thought her name 
was Dearie, until one day, in a moment of im- 
patience, he clearly said “Hurry up, Mary!” That 
touch of nature made us very much akin. 


Once in the middle of the night a mother robin 
broke the stillness by saying, in tones of great 
annoyance, “Tut, tut, tut!” and then I thought 
she said, in rapid, scolding utterances, “What-do- 
you-mean-by-trying-to-kick-your - little - brother- 
out-of-bed? Cuddle-down-closer-so-my-feathers- 


will-reach-all-around-the-nest-and-cover-you - all!’ 


Then all was quiet, and I am sure they slept peace- 
fully all through the night. 


Angina and I were often glad to exchange con- 
fidences, for there were several topics which we 
were not allowed to discuss with anyone else. In- 
evitably we sometimes thought of Death, but were 
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not allowed to speak of it. How strange people 
are. The only certainty in life is death. Being 
born is not nearly as certain. We may set out 
towards Life and still fail to arrive, but Death is 
a certainty, and the nearer we come to it the 
kindlier is its approach. If there were no death, 
this world, as we know it now, could not possibly 
exist, but at the mere mention of the approach of 
this true friend of man, one’s friends all say, even 
if you are eighty, “O, don’t speak of such a thing! 
You are good for twenty years yet!” Why not 
speak freely and naturally of that event? 


That simple fellow, Feeble, in the second part, 


of Shakespeare’s King Henry IV, put it very 
philosophically. He said: “A man can die but 
once; we owe God a death, * * * and let it go 
which way it will, he that dies this year is quit 
fer the next.” 


One good thing to have during the long watches 
of the night is a rosary of verses. One can “tell” 
the little poems as the quiet nuns tell their beads, 
and they are sometimes really an antidote for 
pain, and always they make the time pass more 
swiftly. 


And how memory brings back the dear old 
hymns! The hymns we used to sing with father 
and mother on Sunday nights, around the cabinet 
organ! “Words and music” both return to us. 
Perhaps the old throat can no longer utter the 
notes, but our lips can form the words, and the 
heart sings, and the tune runs steady and true 
without a missing note. Sometimes my mother’s 
sweet contralto voice seems to be in the air as 
my lips repeat her favorite hymn, “My Faith 
Looks Up to Thee.” 


_— 





It is past midnight, the early midsummer dawn 
will soon be here, and we have had enough of 


Angina’s Night Thoughts. I begin to appreciate 
her more and more. I have learned to realize that, 
whenever I feel her presence near, it is because 
she comes to warn me that I have not been careful 
enough, and that I must not expect too much of a 
heart that still faithfully tries to beat on after so 
many years of service; and as I learn to obey her 
hints she will retire more and more into the back- 
ground, and trouble me no more unless I do some- 
thing rash. 


I do not wish to close these thoughts with 
solemnity. We do not regard Angina as a harbin- 
ger of death, but rather as a prolonger of life— 
not the active life that I lived before she came, 
but a new phase of life, relieved of ordinary re- 
sponsibilities, and giving abundant time for read- 
ing, reflection, and conversation with loved ones 
and friends. We are a cheerful family, we have 
our merry times, we live from day to day keenly 
alive to all that goes on in the world and, though 
conscious that we are no longer active participants 
in the affairs of the day, we feel no regrets, for 
our lives have been rich in experience, and we 
are content that younger shoulders should bear 
the heavy responsibilities which have come to this 
generation. 


Finally I dare to hope that some with whom 
Angina Pectoris also dwells may scan these lines 
and be assured that she need not necessarily be 
an enemy to be dreaded, but in her rough and 
ready way a friend (O, yes! Sometimes in deep 
disguise) who watches over us, and is ever ready 
to warn us of our physical limitations. 





— 


Kathryn M. Prindiville Retires After Twenty-five Years of Service 


Miss K. M. Prindiville plans to retire from ac- 
tive service after completing twenty-five years as 
superintendent of the Lawrence and Memorial 
Associated Hospitals, Inc., New London, Con- 
necticut. This institution is one of the best in 
New England, and its development has been 
largely due to Miss Prindiville’s ability and in- 
dustry. The group comprises the John Lawrence 
Hospital, the Memorial Maternity Hospital, the 
Mitchell Isolation Hospital, and the Mainwaring 
Children’s Hospital. 


The hospital was established April 8, 1912. On 
November 6, 1911, six months prior to its open- 
ing, Miss Prindiville had been selected as its su- 
perintendent, a position which she held continu- 
ously to the time of her retirement. It was estab- 
lished as the John Lawrence Memorial Hospital 
under the terms of the will of Mr. Samuel D. 
Lawrence. In 1918 the “Memorial Hospital” and 


44 


the “Mitchell Isolation Hospital” merged with it 
under its present name. The “Maternity Hospi- 
tal” was built as a new unit in 1923. The Nurses 
Home in 1928, and the “Mainwaring Children’s 
Hospital,” another unit, was opened in 1930. Miss 
Prindiville, during the 25 years of her adminis- 
tration, built and organized each unit of the en- 
tire group, and at the same time assembled an 
endowment closely approximating one million dol- 
lars. 


Again a progressive and far visioned Board of 
Trustees of an institution selected an able admin- 
istrator and retained her for more than twenty- 
five years. The development of the Lawrence and 
Memorial Hospitals, Inc., is a tribute to Miss 
Prindiville’s ability as an organizer and adminis- 
trator and is the evidence of the confidence and 
respect in which she is held by the people of her 
city and the entire hospital world. 
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The Responsibility of the Medical Staff for the 


Maintenance of Professional Standards 


WILLIAM HENRY WALSH, M.D., Hospital Consultant 
Chicago 


of an institution for the care of the sick largely 

depends upon the calibre of the professional 
staff engaged therein. Neither monumental mag- 
nificence of architectural conception nor luxurious 
appointments and beautiful landscaping can com- 
pensate for indifferent, incompetent medical serv- 
ice. This incontrovertible dictum and the malevo- 
lent effects of its negation lend force to the ef- 
forts of organized medicine and surgery to estab- 
lish and maintain minimum standards for profes- 
sional performance in hospitals. 


It has been elsewhere submitted: that both 
legally and morally the board of trustees is, in 
the last analysis, responsible for the proper care 
of the patients in the hospital, as well as for the 
general conduct of the administrative and profes- 
sional staff, but it was there clearly indicated 
that the lay board must inevitably depend upon 
professional advice in the selection of medical 
personnel and in the appraisal of clinical accom- 
plishment. Our object, therefore, is to stress first, 
the imperative need for the maintenance of stand- 
ards of professional performance, and second, to 
indicate the most effective manner of staff partici- 
pation in the accomplishment of that objective. 


’ IS a trite axiom that the degree of usefulness 


Necessity for Standards 


Prior to the inauguration of the program of the 
American College of Surgeons for the establish- 
ment of minimum standards of professional serv- 
ice in hospitals, there were a few of our leading 
institutions which had long before recognized the 
desirability of appraising the quality of clinical 
work, but the vast majority of hospitals were 
going their own way without much regard for 
other institutions or any serious consideration of 
the chaotic conditions prevailing with respect to 
technique, scientific procedure, and the analysis 
of clinical results. 


Most hospitals of that day were extraordinarily 
individualistic, as were the physicians working 
therein, and while there existed in many cases a 
professional organization, it was utilized merely 
as a forum for the consideration of group inter- 
ests and the discussion of abstract scientific 
papers, rather than the analysis of the actual 
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work performed in the hospital. Attendance at 
such meetings was usually optional and depended 
almost entirely upon the popularity of the an- 
nounced speakers, or perhaps the quality of the 
meals served upon such occasions. 


Membership on the staff of a hospital too often 
hinged upon the influence wielded by the appli- 
cant, and pitifully incompetent physicians might 
readily attain unmerited prestige by reason of 
economic, social, or political affiliation. The truly 
great are invariably modest and loathe the lime- 
light, while the mediocre individual, possessed of 
wealth or social position, is sometimes inclined to 
be self-assertive, extremely acquisitive, and not 
unduly sensitive about utilizing, for the exaltation 
of his own synthetic preeminence, the brain or 
brawn of others less favored by fortune. In some 
instances in the experience of the writer more 
than one professional “stuffed shirt” holding high 
rank on a hospital staff has smilingly accepted the 
plaudits of his colleagues for the conception and 
execution of scientific procedures which were 
wholly the work of other talented physicians 
whose names were seldom heard and to whom 
credit was never given. 


Less than two decades ago it was the exception 
to encounter in a hospital any rules and regula- 
tions touching upon the frequency and substance 
of staff meetings, the analysis of clinical experi- 
ence, the rendering of adequate clinical records, 
the performance of necropsies, or, the pathologi- 
cal examination of tissues. The timid suggestion 
by progressive hospital administators of those 
days that these matters were deserving of consid- 
eration was rather generally met with derision or 
determined resistance, coupled with the clear in- 
timation that rules and regulations, however nec- 
essary for the administrative staff, were not ap- 
plicable to physicians nor in consonance with pro- 
fessional dignity. It required the most courage- 
ous persistance and the unlimited patience of a 
few outstanding leaders to advance the program 
for a minimum standard to a stage where a suf- 
ficient number of hospitals accepted the principle 
involved, to warrant the publication of the first 
accredited list, and then only one-eighth of the 
institutions inspected met the requirements. In 
that connection it is of passing interest to relate 
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that then, as now, some hospital staffs refused 
to conform to the standards until the controlling 
lay boards forced the issue, often against the bit- 
ter opposition of some members. 


Twenty years of the intensive application of the 
minimum standards of the American College of 
Surgeons, aided by the later activities of the Coun- 
cil on Medical Education and Hospitals of the 
American Medical Association, and both whole- 
heartedly supported in their endeavors by the 
American Hospital Association, have worked 
miracles in the hospital field, and it may be said 
today, without exaggeration, that the hospital 
which is unable to gain the approbation of the 
various accrediting agencies is keenly sensitive to 
the implications of non-recognition. In nine cases 
out of ten the failure of a hospital to attain the 
minimum requirements essential to certification is 
the fault of the professional staff, either through 
indifference or outright design. 


The objective of the application of the mini- 
mum standards is the assurance to the patients 
entering the hospital that they shall receive the 
benefit of whatever scientific study is required to 
establish accurate diagnoses, the intelligent appli- 
cation of recognized therapeutic or surgical pro- 
cedures in treatment, and a careful and complete 
record of all that has been found, the procedures 
undertaken and their results. In addition to the 
expectation of scientific diagnosis and treatment, 
a patient has the right to assume that the physi- 
cians who are permitted to practice in the hospi- 
tal possess sufficient training and experience to 
justify the privileges accorded them. The physi- 
cian who stubbornly persists in obstructing the 
accomplishment of these basic objectives cannot 
remain true to the ideals of his profession nor 
continue to merit the confidence of the public. 


The Specialties 


It has been long recognized by the medical pro- 
fession that a license to practice, while conferring 
the statutory right upon the physician to perform 
any service embraced within the legal definition 
of the practice of medicine and surgery, has not 
qualified the licensee to act in any other capacity 
than that of general practitioner, and certainly 
does not endow him with the special knowledge 
and skill required of the specialist. Recognizing 
this fact, and anticipating the imminent possi- 
bility of compulsory regulation, the organized 
profession has recently been engaged in the estab- 
lishment of some self disciplinary method where- 
by recognition may be accorded those who acquire 
special qualifications. These efforts have resulted 
in the organization of national examining boards 
now covering most of the special branches of 
medicine and surgery. The specialty boards have 
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the unqualified endorsement and support of the 
organized medical profession so that, in the ‘fu- 
ture, those seeking staff positions in our hospitals 
will, it is hoped, find it increasingly difficult to 
gain recognition as specialists without first ac- 
quiring the training and knowledge to warrant 
such recognition.’ 


The difficulties ordinarily encountered today are 
with medical groups outside the larger cities 
whose members are all in general practice and 
who will not voluntarily refer a case to a quali- 
fied specialist even when one is readily available. 
These physicians assume the same attitude with 
hospital cases as with others, and are usually also 
opposed to the service of interns, the keeping of 
clinical records, and the enforcement of rules and 
regulations affecting professional service. Under 
these circumstances the hospital with such a staff 
cannot secure approval and the community is de- 
prived of the benefits that would thereby accrue. 


This situation is aggravated by the lack of co- 
ordination between the two national organiza- 
tions giving approval to hospitals, one—the Amer- 
ican College of Surgeons bases its approval upon 
the establishment and maintenance of such stand- 
ards as will have a tendency, at least, to improve 
the quality of clinical service, particularly in the 
specialties; the American Medical Association, 
however, has two classifications for certification, 
one requiring high standards to assure the proper 
training of interns, and another which means lit- 
tle more than that the institution is a hospital 
without much regard to real worth, and often of 
such low grade as to preclude approval of the 
American College of Surgeons. The publication 
of the names of some of these institutions creates 
the impression that they have been approved, 
whereas that implication is not intended by the 
American Medical Association. For the benefit 
of the hospital field and the public at large, it is 
hoped that in the near future these two organiza- 
tions will reconcile their standards so that certifi- 
cation by either will have more significance.® 


By-Law Provisiens 


The first step in organizing a hospital so as to 
give some assurance of the maintenance of the 
highest professional standards, must be taken by 
the controlling board whose by-laws should specifi- 
cally provide that there shall be an organized and 
departmentalized professional staff, that appoint- 
ments thereto shall be for one year periods with 
reappointment based upon compliance with rules 
and regulations which shall conform to the mini- 
mum standards, and finally, that unskilled prac- 
titioners shall not be permitted to practice the 
major specialties within the hospital excepting in 
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association or consultation with qualified special- 
ists who shall be responsible for results. 


Neither rules, regulations and elaborate stand- 
ards set forth on paper, nor even the good inten- 
tions of a conscientious board of trustees, can 
bring a hospital above the level of the group con- 
science of the professional staff, and so we must 
return to a consideration of a means whereby the 
staff itself, while preserving the greatest possible 
degree of professional autonomy, may impose and 
implement such control of professional service as 
is demanded in the public interest. 


Medical Advisory Council 


In order that responsibility shall be definitely 
fixed for the proper conduct of the professional 
activities of a hospital there should be appointed 
by the board a Medical Advisory Council of at 
least five members and one additional member ex 
officio, who shall be the elected head of the staff. 
Each of the appointed members should serve for 
five years with the terms of office so fixed that 
there shall be one vacancy each year. If members 
are nominated by the staff who are acceptable as 
advisers to the board, that method is preferable, 
with the proviso, however, that the board itself 
shall select the members of this council if staff 
nominees are not acceptable. The superintendent 
of the hospital should act as secretary of the coun- 
cil. The functions of the council may be sum- 
marized as follows: 


A The Medical Advisory Council shall act 
as an advisory body to the controlling board upon 
all matters relating to professional personnel and 
service and shall hold monthly meetings prior to 
the board meetings. The council shall act in an 
advisory capacity only and shall have no execu- 
tive or administrative functions. 


B The council shall elect annually a chair- 
man who shall preside over all meetings and shall 
represent the council at all regular meetings of 
the controlling board. 


C The council shall formulate such rules and 
regulations concerning staff conferences, scien- 
tific procedures and technique, conditions for ap- 
pointment and reappointment to staff, qualifica- 
tions of specialists and all other matters affecting 
directly or indirectly the professional service of 
the institution as may be required by the by-laws 
of the controlling board, or which may be con- 
sidered necessary by the council. Rules and regu- 
lations formulated by the council shall be sub- 
mitted to the controlling board, and after ap- 
proval, shall be binding upon all concerned. 


D It shall be the duty of the council to pro- 
vide for the careful examination of all clinical 
records and an analysis of the quality of clinical 
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service, presenting the findings of these activities 
to the staff at the regular conferences. From this 
information there shall be maintained an effi- 
ciency record of each member of the staff which 
shall constitute the basis for reappointment rec- 
ommendations. This record shall be at all times 
available for the inspection of the controlling 
board. 


E The council shall exercise general supervi- 
sion over the work and training of interns and 
shall make such recommendations thereon to the 
superintendent or to the board as may be con- 
sidered necessary. 


F It shall be the duty of the council to in- 
vestigate instances in which there is evidence 
of questionable or doubtful technique or ethics 
and to record the findings thereof. Attention shall 
be specially directed toward surgical operations 
performed without adequate study or clinical 
justification, as disclosed by the recorded evi- 
dence; to the repeated occurrence of the removal 
of organs on which the laboratory returns the 
verdict of “no pathology;” to failure to comply 
with accepted safeguards in handling fractures; 
failure to make diagnoses after a reasonable in- 
terval or to seek consultation in such cases; to 
the unsuccessful handling of traumatic cases, es- 
pecially those involving concussion or skull frac- 
tures in which consultation with the neurological 
service is essential; to evidence obtained from the 
analysis of deaths of erroneous diagnoses, errors 
in judgment, faulty technique or incompetence; 
and finally, consideration of any evidence pre- 
sented of the vicious practice of fee splitting 
under any guise or subterfuge. 


G The Medical Advisory Council shall main- 
tain a complete record of its proceedings and 
shall submit reports monthly and annually to the 
controlling board touching upon its activities and 
containing such recommendations as it may con- 
sider desirable or necessary. 


Conclusion 


There are, of course, other methods whereby 
staff responsibility for the conduct of professional 
work may be definitely fixed, but that this plan is 
sound in principle has been evidenced by its suc- 
cessful operation in a number of high grade hos- 


pitals. The effectiveness of this, or any other 
plan, which relies upon staff self-government, will 
be in direct proportion to the faithfulness and 
impartiality of the members of the Council in the 
discharge of the duties assigned them. The meth- 
od proposed is one whereby a hospital staff, 
through the medium of its own members, may 
maintain the fullest measure of independence and 
liberty of self-direction if there is a willingness 
on the part of the group to subordinate self-inter- 
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est and economic and material advantage to a 


spirit of loyalty to the general welfare. Experi- 
ence has clearly indicated that the most formid- 
able factor in opposition to the maintenance of 
high standards of professional practice in hospi- 
tals is the failure of some general practitioners to 
recognize their own limitations and their per- 
sistence in attempting special procedures for 
which they are not adequately qualified. 


There is much talk these days by those who are 
in favor of the status quo and who seem fearful 
of certain innovations and demands of a dynamic 
society, about interference with the traditional 
autonomy of the medical profession, but the most 
imminent danger which confronts the profession 
is not chiefly from without,—but from within! It 
is the danger that the freedom and prestige which 
confer extraordinary liberties and special privi- 
leges upon this favored group, thereby contribut- 
ing to its greatness and usefulness, may inspire 
a callous indifference to the public interest and 
endow its members with a power which they can- 
not be prevented from using in the service of per- 
sonal ambition, rather than in the interests of 
the community from which their strength is de- 
rived. 


As Gregg‘ has so eloquently stated, the direct 


corollary of the modern attitude toward health 
and disease, is that health is not a supernatural 
blessing, but a rational, natural state, a purchas- 
able commodity, or a prescriptive right, depend- 
ing upon how a particular society is organized. 
The social implications of many diseases are so 
obvious that the medicine of the future will have 
to reckon in increasing measure and without self 
pity with political, social, and economic forms 
and forces. 


If, therefore, the medical profession itself does 
not find a way to correct its own faults through 
voluntary action, the awakening public will use 
its prerogatives to impose statutory restrictions 
upon medical practice, which may not be in the 
best interest of scientific progress. 





1William H. Walsh, M.D., The Responsibility of the Hospital 
Board of Trustees for the Standards of Professional Perform- 
ance, HOSPITALS, November, 1936. 

2The following Boards for the examination of specialists have 
been approved by the Council on Medical Education and Hos- 
pitals of the American Medical Association: Dermatology and 
Syphilology, Internal Medicine, Obstetrics and Gynecology. 
Orthopedic Surgery, Pediatrics, Psychiatry and Neurology, 
Radiology, Urology, Pathology. 

30n March 27, 1937, there were 6189 hospitals registered in 
the American Medical Association Directory, and of these only 
939 were approved for internships and residencies. 


Of the total number registered, 1638 are approved as meeting 
the Minimum Standards of the American College of Surgeons. 
Thus, there are 3612 not approved by the American College 
of Surgeons or by the American Medical Association for in- 
ternships. 


4Alan Gregg, M.D., Medical Alumni Address: Harvard Ter- 
centenary, Harvard Medical Alumni Bulletin, October, 1936. 
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An Interesting Decision in the New York Courts 


In the case of Hendrickson v. Hodkin et al, the 
plaintiff sued the hospital for negligence and se- 
cured a favorable verdict in the lower courts. The 
plaintiff was suffering from cancer and employed 
the services of a cancer “doctor,” a lay person 
and not a graduate licensed physician. 


He applied for admission to the hospital and 
while a patient there insisted that the so-called 
cancer “specialist”? administer his treatment. The 
treatment was not successful and after discharge 
from the hospital the plaintiff entered suit against 
both the cancer “specialist” and the hospital. 


Upon appeal by the hospital the case was heard 
by the Appellate Division and the Courts decided 
in favor of the hospital. The report said: 


“The court charged the jury that the hospital 
owed plaintiff the duty of exercising reasonable 
care for his safety and protection and that in de- 
termining whether or not it had discharged that 
duty the jury may consider the fact that no one 
in authority inspected the hospital record or chart 
pertaining to plaintiff, that the case was not re- 
ported to the chief of staff, and that no staff meet- 
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ings were held with reference to it. The jury was 
further instructed, in effect, that if performance 
of these acts would have led to a discovery of the 
dangers inherent in the treatment administered 
by plaintiff’s doctors, the hospital failed in its 
duty. 


“Held that this was error. Assuming the hos- 
pital was under duty to exercise such care, the 
scope of this duty did not extend to the profes- 
sional treatment administered by plaintiff’s own 
doctors, whether they were licensed or not. The 
respects in which it is claimed the hospital was 
derelict all pertain to such professional treatment 
with which appellant had no right to interfere. 
Further assuming the appellant in the respects 
mentioned was negligent, such negligence must be 
attributed to its doctors and nurses. The rule is 
now well settled that a hospital, whether chari- 
table or private, is immune from liability to pa- 
tients by reason of the negligence of its doctors 
and nurses with respect to any matter relating to 
the patient’s medical care and attention. Judg- 
ment as against appealing defendant reversed on 
the law, with costs, and complaint as to it dis- 
missed, with costs.” 
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The Value of an Efficient Pathologist 






in Hospital Service 


J. H. SCHERER, M.D., Director of Laboratories 
Medical College of Virginia, Richmond, Virginia 


ologist—the resultant of this age of spe- 

cialization in medicine —has arisen in 
response to the demand of the medical profession 
for a consultant whose vision included both clini- 
cal and laboratory medicine. With its horizon ever 
widening, laboratory medicine, indistinct in the 
busy vision of the surgeon and internist and too 
complex for the insufficiently trained technician, 
has come to demand the interpretation of one of 
specialized training in this field. 


O: of the newer species, the clinical path- 


The era of the clinical pathologist may be said 
to have begun with the World War. Under the 
supervision of the army and navy, laboratory pro- 
cedures gained an increasingly important place in 
the practice of medicine. Misunderstood technical 
procedures in the hands of lay technicians, labora- 
tory procedures became indispensable diagnostic 
and prognostic weapons in the hands of service 
medical men. The war over, these physicians car- 
ried their dependence upon the laboratory into 
private practice, associating more closely the tests 
done in the laboratory with the actual practice of 
medicine. 
cal pathologist, in response to environmental de- 
mand, has risen until the profession now asks of 
him that he be anatomist, histologist, immunolo- 
gist, chemist, hematologist, and bacteriologist, a 
position of “consultant general” in the words of 
Riesman. 


The Clinical Pathologist Makes a Place for Himself 


One need only search out the laboratory in most 
of our hospitals to appreciate how little respect 
laboratory medicine receives from architects, 
superintendents, boards of directors, and, fre- 
quently, physicians. More often found in the 
darker recesses of the cellar, manned only by over- 
worked technicians, these laboratories appear as 
if, in the eyes of the administration, they are 
“necessary expenses” such as the laundry or the 
diet kitchen. By some means or another various 
specimens reach these laboratories,.and, after a 
variable period, a report is found on the patient’s 
chart. 


Nor is it only the administration that is to 
blame for the lowly position occupied by the lab- 
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From such an obscure origin the clini- - 





oratory. Physicians themselves, their own fields 
ever widening, only rarely appreciate the applica- 
tion of laboratory procedures to their particular 
problems. Quantitative blood determinations, the 
red and white counts, hemoglobin and differential, 
became a routine as technicians replaced the phy- 
sician too busy to make these counts. Blood 
chemistries were found to be altered in various 
diseases. Diabetics ran high blood sugars; the 
non-protein nitrogen determinations were in- 
creased in nephritis. More technicians were needed 
as the indiscriminate use of laboratory tests be- 
came the routine of many physicians. Hospitals 
established laboratory fees. The visiting physi- 
cian was shown a laboratory menu for his patient, 
choice laboratory bits 4 la carte, or the whole 
menu on the American plan for so many dollars. 
The patient usually got the benefit of the doc- 
tor’s doubt, the whole menu. Routine requests 
received the routine response of insufficiently 
trained and unsupervised technicians, and lots of 
figures later appeared on the patient’s chart. The 
records were complete, standardized according to 
requirements, and the hospital, in all probability, 
had attained a complacent standard of mediocrity. 


Queer sorts of people began to make their ap- 
pearance in some laboratories. Looked upon by 
their clinical colleagues as eccentric, scientific 
people, these “bench workers” seemed to be able 
to take a small piece of tissue, look at it under a 
microscope, and write on a paper that it was or 
was not cancer. This piece of paper later showed 
up on the patient’s chart. 


Surgical training improved. .It became more 
important to differentiate the various tumors. 
X-ray and radium found their place in the treat- 
ment of certain types of cases. These pathologists 
seemed to be able to classify tumors in terms of 
results to be expected from various forms of 
treatment. At times, it seemed advisable even 
to summon these scientists to the wards from 
their hibernation in the laboratory in the cellar. 
Gradually hospital staffs began to sense a sort of 
feeling of comfort in having one of these people 
about the place. Administrations found their 
hospital rating improved. The clinical pathologist 
had made a place for himself, not much of a place, 
to be sure, but still a place. 


But these days are. passing. The scope of lab- 
oratory medicine has increased so rapidly that in- 
terpretations by one especially qualified in the 
field are not only helpful but necessary in many 
instances. Modern surgery is dependent upon re- 
liable tissue pathology. The problems of internal 
medicine are found inextricably woven with lab- 
oratory procedures. The trinity of the surgeon, 
the internist and the clinical pathologist often is 
required in obscure cases. For his part the path- 
ologist has had to acquaint himself with internal 
medicine by including as part of his background 
an adequate internship in clinical medicine. Today 
the efficient practice of his specialty demands as 
much training as is required for any other 
specialty. 


The Laboratory Under the Protection of a 
Clinical Director 


Although the inauguration of a registry for 
technicians should improve the personnel of the 
technical staff of hospital laboratories, it is not 
to be expected that the most can be had from any 
laboratory in charge of technicians whose train- 
ing is inadequate for other than purely technical 
work. The ownership and operation of labora- 
tories by hospitals is in keeping with the general 
medical impression that laboratory work is tech- 
nical rather than diagnostic. While technical 
training can be improved and pathologists are 
available or could be trained in sufficient numbers, 
the question of competent technical work under 
competent supervision is somewhat dependent 
upon this controversial question of laboratory 
ownership. Johns? in his presidential address be- 
fore the American Society of Clinical Pathologists 
had this to say on the question: “The institutions 
(hospitals) must be induced to realize that the 
practice of pathology is part and parcel of the 
practice of medicine. They may properly own the 
equipment and location of such laboratories but 
the right to practice pathology for which this is 
provided constitutes a medical practice for which 
the pathologist is alone morally and legally 
qualified.” 


Without the supervision and protection of a 
pathologist, the technical force of the hospital 
laboratory is at the mercy of both the administra- 
tion and the entire hospital staff. An enormous 
waste in time and materials is a necessary evil in 
those laboratories where, servile to an unsym- 
pathetic group, the technician must break her 
routine dozens of times during the day to do some 
“stat” blood or chemistry because some member 
of the staff demands this special attention. Under 
the protection of a clinical director the laboratory 
is placed on a routine which is economical and ef- 
ficient, serving the entire hospital rather than 
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catering to a single individual or group without 
regard to the efficiency of the work as a whole. 
Those who know least about laboratory procedures 
usually will be found to make the most indiscrim- 
inate use of the laboratory. A clinical patholo- 
gist, given free rein as is any other department 
head, can prevent this unnecessary lost motion 
and expense. 


Properly directed the laboratory is indispensable 
to the entire hospital staff. The technicians are 
almost invariably better trained than in unsuper- 
vised laboratories. Stimulated by the director, 
technicians will be found to develop a wider in- 
terest in their work, reading the journals made 
available to them and acquainting themselyes 
with the newer procedures. The position of the 
pathologist as a hospital consultant results in 
laboratory contact with the wards and patients. 
There is added interest on the part of the tech- 
nical staff which contributes to a far more sys- 
tematic study of the patient than is possible when 
the technician is unacquainted with the clinical 
problem as most frequently is the case. I have 
found technicians tireless in their efforts to aid 
in diagnosing a case when they have been made 
familiar with the problem to be solved. This di- 
rect contact with patients reflects itself in a tre- 
mendously improved morale throughout the 
laboratory. 


This esprit de corps is reflected over the entire 
hospital for such a laboratory becomes an integral 
part of the hospital. A group of well trained tech- 
nicians interested in improving themselves and 
interested in the problems of the patient will do 
more work and vastly superior work than will an 
unsupervised group of technicians, whose chief 
concern can hardly be expected to be more than 
that of turning out a routine answer to a routine 
request. The importance of a dependable labora- 
tory is best appreciated by those of you who may 
have been associated with a hospital less for- 
tunate. Unless it be a mediocre surgeon I know 
of no phase of hospital service that cripples a 
hospital more than a mediocre laboratory. The 
reverse is equally true. 


The Hospital as a Center for the Collection and 


Dissemination of Medical Knowledge 


The function of a hospital is not merely that of 
taking in patients, treating them, and turning 


them out. It seems to me that every hospital 
should serve within its community as a central 
point for the collection and dissemination of medi- 
cal knowledge. Impartially serving all services 
of a hospital, its director acting as a general con- 
sultant, the modern laboratory usually will prove 
the center of the hospital’s activity. The library 
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often finds its beginning in the laboratory. Clinico- 
pathological conferences can be made tremendous- 
ly interesting and instructive both to the staff and 
visiting physicians. Necropsy material, interest- 
ingly presented, is not only instructive to the staff 
but also serves to stimulate physicians in the 
community to greater interest in the hospital. A 
clinical pathologist makes these things possible, 
immeasurably increasing the hospital’s worth not 
only to the members of its staff but to the com- 
munity as a whole. 


It seems unnecessary to dwell further upon the 
necessity for an active and dependable laboratory. 
If this be so, how much more important the path- 
ologist directing a laboratory. The standing of 
the pathologist is reflected in the type of labora- 
tory which he conducts, and it is not unusual to 
look upon the character of work of a hospital and 
its staff in terms of the standing of the patholo- 
gist and his laboratory. 


The Clinical Pathologist Should Be on a Par With 
Other Members of the Staff 


Under ideal arrangements the clinical patholo- 
gist is a full time member of the hospital staff. 
In such a role he is available as a consultant at all 
times. If clinical men are prone to set laboratory 
medicine apart from clinical practice, men trained 
entirely in the laboratory may fail in the other 
direction. The modern clinical pathologist rep- 
resents a balance between the two, making avail- 
able all that the laboratory has to offer, and at 
the same time guarding against over-emphasis of 
laboratory procedures. 


In his position as clinical pathologist the lab- 
oratory director frequently is called to the ward 
to consult in obscure cases. Here his knowledge 
of pathology and laboratory procedures, and of 
clinical medicine as well, enables him to aid in 
the interpretation of symptoms and the diagnosis 
and treatment of difficult problems. Then, too, he 
will be found valuable in his ability to contribute 
helpful suggestions as to laboratory procedures 
to be employed in arriving at a diagnosis. The 
indiscriminate use of the laboratory on the part 
of clinicians not too familiar with what the lab- 
oratory can and cannot do is all too frequently en- 
countered. It is economically wasteful and scien- 
tifically irrational to do all manner of laboratory 
procedures without regard for what may be gained 
from them. The place of the clinical pathologist 
no longer is wholly in the laboratory. 


One cannot stress too strongly the importance 
of an adequate training in morbid anatomy and 
histology on the part of a clinical pathologist. 
Whatever his ability in chemistry, immunology, 
bacteriology, or other laboratory procedures a 
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broad knowledge of surgical pathology is impera- 
tive. Not only is he the court of last resort on 
tissue changes, but also his ability and opinion 
must be respected by the other members of the 
hospital staff. A hospital where the pathologist 
lacks the confidence of its staff is indeed a house 
of confusion. 


The economic status of the clinical pathologist 
is somewhat beyond the scope of this paper. It is 
sufficient to say that his position in the hospital 
should be on a par with other members of the 
staff and his remuneration no less than theirs. A 
basic salary with a percentage of laboratory re- 
ceipts is being suggested quite generally as the 
most desirable plan of compensation. 


The Clinical Pathologist in the Small Hospital 


Smaller hospitals unable to afford a full time 
clinical pathologist constitute a problem now fre- 
quently a subject of discussion in the current hos- 
pital literature. Many contend that most of the 
smaller hospitals could afford a recognized path- 
ologist by turning all of the earnings of the lab- 
oratory back to the laboratory for physical im- 
provement and salaries of its personnel. This is 
probably not a very practical suggestion. It is 
true that the addition of a pathologist to a lab- 
oratory staff will be followed by increased work 
coming to the laboratory. There is also little doubt 
that the earnings of such a laboratory will com- 
fortably take care of a pathologist, a technician, 
and needed equipment. But the fact remains that 
most hospitals are so accustomed to running their 
laboratories on a partial commercial basis that 
any change which would reduce the revenue from 
the laboratory would be looked upon with dis- 
favor. Today more than ever before hundreds of 
recent graduates with reasonably good training in 
modern laboratory diagnosis are seeking practice 
in small communities. Many of the smaller hos- 
pitals might do well to seek an arrangement 
whereby one of these might take over the direc- 
tion of the laboratory while serving on the medical 
staff. 


More practical, probably, is the plan now in 
operation in many communities which allows a 
pathologist to share his time among several hos- 
pitals. As director of two, three, or four labora- 
tories in hospitals reasonably closely located he is 
able to divide his time according to the require- 
ments of his group. In this way these smaller 
hospitals are able to receive the benefit of a path- 
ologist and a supervised laboratory at a cost which 
is not prohibitive. Karsner*® recently discussed 
quite fully the organization of the laboratory in a 
small hospital, emphasizing the desirability of 
this plan of supervision by a clinical pathologist. 
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I think it desirable to stress here the importance 
of looking ahead when contemplating the needs of 
a laboratory. Laboratories should be built for 
the future and not for the present, as work in- 
variably increases as time goes on. One rarely 
sees a hospital with too much laboratory space. 
The location should be on the upper floors where 
both lighting and ventilation are obtainable. 
Karsner® estimates the space need for a general 
hospital laboratory at approximately 2000 square 
feet for each 100 beds. 


The Need of a Certifying Board for Clinical 
Pathologists Recognized 


Discussing the organization of a certifying 
board for clinical pathologists, John? recently said, 
“the unsupervised practice of an undeniably large 
group of laboratories can only be considered as a 
menace to the ideals for which we are striving.” 
In view of the present trend toward the placing 
of all hospital laboratories under direction of a 
pathologist, we in Virginia, North Carolina, and 


South Carolina should take stock of our situation, 
In a recent survey of hospital laboratories 13 jI- 
kowitz* reported the percentage under the suj«r- 
vision of pathologists. North Carolina showed 
only 22.2 per cent of its laboratories direci«d, 
South Carolina showed 27.2 per cent, and Virginia, 
41 per cent. In comparison with the forty-eight 
states and the District of Columbia, North Caro- 
lina stood forty-fourth, South Carolina forty-first, 
and Virginia twenty-seventh. About one-half of 
the hospitals in the United States function with- 
out a pathologist, this report shows, and roughly 
one-third of the fully or provisionally approved 
hospitals do not conform to the recommendation 
of the American College of Surgeons in having 
their laboratories under the direction of a path- 
ologist. Our three states, it will be seen, are 
notably lacking in this failure to supply the public 
the counsel of a clinical pathologist in the diag- 
nosis and treatment of disease. 


1Riesman, David: Amer. Jour. Clin. Path., 2:1, 1932 
2Johns, F. M.: Amer. Jour. Clin. Path., 6:323, 1936 
%Karsner, Howard T.: J. A. M. S., 106:1445, 1936 
*Hilkowitz, Philip: Amer. Jour. Clin. Path., 7:1, 1937 
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How National Hospital Day Was Observed at St. Vincent's Hospital 


New York 


politan area which St. Vincent’s serves. 

the writer was privileged to attend the 
observance of National Hospital day at that insti- 
tution. 


5 S a member of the community in the metro- 


In a desire to cooperate with the hospital world 
to focus attention on institutions for the treat- 
ment and care for the sick and the unfortunate, 
St. Vincent’s Hospital opened its doors to the pub- 
lic which it serves, on Saturday, May the eighth 
from 10 a. m. to 5 p. m. 


The program was most effectively planned and 
carried out. During the morning hours, special 
guides, chosen from the student body of the nurs- 
ing school, escorted the guests through the dif- 
ferent sections of the hospital in each of which 
there were displays and exhibits of equipment 
and modern facilities for healing the sick and 
injured. 


In the afternoon, the three act play “While the 
Community Waits” was presented by the doctors 


and nurses to an appreciative audience which filled. 


the hall to its capacity. 


Through the courtesy of the City Department 
of Sanitation, a complete set-up in miniature 
(scale 14” to 1’) of the department’s marvelous 
plant at 56th Street and 12th Avenue was dis- 
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played. There were on exhibition an ancient Euro- 
pean city showing the method of sewage disposal 
obtaining in the city at the time, and in contrast, 
the up to date incinerator and garbage plant of 
which our city is laudably proud. An official of 
the department explained the process of sewage 
disposal from the contents of the refuse can in 
the private home or institution today, through 
their disposal, incineration and the final disposi- 
tion of ashes in the building of roads and conse- 
quent beautifying of Riker’s Island. 


Mounted on ten foot easels were large photo- 
graphs and maps, old and new methods of street 
cleaning, snow-fighting, and types of flushers. 
Charts, leaflets and booklets, with their Do’s and 
Don’ts, as material for sanitary education for chil- 
dren of school age and for children of a larger 
growth, were also in evidence. 


Refreshments were served in the parlors of the 
Nurses’ Home where the members of the Ladies 
Auxiliary, volunteer aides, members of the surgi- 
cal and medical staff entertained their guests. 


May the Divine Physician direct these noble 
men and women in their future tasks, as He has 
manifestly guided and protected them in the past. 
His benediction rests upon them and visibly ema- 
nates through the multiplied blessings His grace 
enables them to shed on mankind. 


HOSPITALS 





The Record Department—Liability or Asset? 


LUCIUS R. WILSON, M.D., Superintendent 
John Sealy Hospital, Galveston, Texas 


ROM the title of this paper one would judge 
F that a discussion of an argumentative nature 
is expected, and I have diligently tried to 
make a case for both sides of the subject. The 
weight of the evidence, however, is so preponder- 
antly on the asset side of the question that little 
time is needed to discuss the liability phase of 
the subject. 


It is true that the problem of maintaining good 
records costs money. It also costs to inspect, 
index, and store them, but the expense and effort 
involved is so negligible compared to the value 
of the finished product that to consider records 
in the light of a liability is like protesting the 
cost of bread when one is starving. 


Perhaps the greatest liability in connection with 
records is in the compilation of poor records. If 
a record does not contain an accurate and com- 
plete picture of the patient’s condition it is 
valueless and not worthy of any effort and ex- 
pense. It is not even entitled to storage space. 


However, for our discussion we are only consid- 


ering records in their true sense. A complete 
record should include the history, laboratory find- 
ings, special studies, such as electrocardiographs, 
basal metabolism tests, and x-rays, operative pro- 
cedures, tissue report, progress notes, nurses’ 
record, discharge summary, and necropsy proto- 
cols in case of death. The final diagnosis should 
be made according to the standard nomenclature 
adopted by the individual hospital. 


Without Good Records Progress Is the 
Exception Not the Rule 


It is safe to assume that the standard of work 
in any hospital is very well indicated by the rec- 
ords of that hospital. Of course, there can be 
good work where no records are kept, but this is 
the exception rather than the rule. The members 
of the medical staff with a genuine interest in 
their profession will constantly strive to perfect 
their ability to diagnose and treat patients. Un- 
less they keep an accurate record of the various 
steps involved in the care of their patients and 
study these records for accuracies and fallacies, 
progress will come slowly, if at all. If a certain 
diagnostic or therapeutic procedure is in error and 
constantly repeated, perfection of error is all that 


Presented at the Second Annual Meeting of the Record 
Librarians of Texas, Lubbock, Texas, April 23-24, 1937. 
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is accomplished. If no record of this erroneous 
procedure is kept and its effect determined, the 
physician will have no way of learning the futility 
of his work; but when the records are properly 
kept, a short statistical study will bring conditions 
to light and help to determine the necessary cor- 
rective measures. On the other hand, such a 
study may show that certain good results in- 
variably follow certain procedures. This will en- 
able the physician to continue his practice and 
improve and develop the technique so that even 
better results will be obtained. 


Memory a Poor Substitute for Accurate Records 


Medicine is an exacting science and its records 
must be accurately and well kept. This means 
that the record of each patient each day, and year 
in and year out, must be orderly, reliable, avail- 
able, and permanent. In toto, it must be the 
exact clinical picture of the patient, ready for 
study whenever the patient’s condition requires 
further care. A particular patient may not re- 
enter the hospital in a period of years but when 
that day arrives the clinical picture of the previ- 
ous admission must be on hand so that its rela- 
tion to the new illness can be determined. 


No physician, regardless of how well ordered 
a memory he possesses, should depend on the 
vagrancies of his memory. If, as a record keeper, 
you fail the doctor in keeping his patients’ rec- 
ords, you are contributing to the memory trust- 
ing condition which has proven disasterous in 
most cases. For instance, a woman may have had a 
pelvic operation and years later develop an acute 
inflammatory condition in the right lower quad- 
rant. If the right tube was removed previously 
it cannot be acute salpingitis, so the appendix 
may be incriminated. If the tube was not re- 
moved it might be either acute salpingitis or 
appendicitis. If the record fails to show what 
was done at the time of operation and the doctor, 
relying on his memory, feels that the tube was 
removed, rules out the diagnosis of acute salping- 
itis and operates for appendicitis, his chagrin can 
be imagined upon finding an intact and acutely 
inflamed tube. This is a homely example, but not 
an uncommon one. When a person’s life is at 
stake, memory cannot take the place of an accu- 
rate record. While the patient is often annoyed 
by the inconvenience of history taking and record 
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keeping, it is the only safeguard in case of future 
illness, and, of course, it is the accumulation of 
evidence bearing on the present condition which 
is so necessary for proper diagnosis and treat- 
ment. e 


Physicians busily engaged are prone to over- 
look the necessity of good records. That is a harsh 
statement, but a true one, and record keepers 
must be on the alert to prevent any carelessness 
in this respect. It is not enough to excuse a poor 
record by saying that Doctor So-and-So just is 
not interested in records. You should tactfully 
keep after him until his records are complete. 
You owe it to the medical world and your pro- 
fession. 


Legal Value of Good Records 


There is a legal phase in keeping good records. 
In this day of hazardous living with accidents a 
common occurrence, the hospital records must be 
ready to appear in court at any time. Upon 
their accuracy will often depend the decision en- 
abling the court to grant justice. If, for no other 
reason, and there are many reasons, good records 
should be kept for legal complications, and there 
is no prophesying when a case may have legal 
complications. Such matters as fraud in buying 
insurance, the age of the patient when insur- 
ance was purchased, malingering for compensa- 
tion and sick insurance, mental responsibility in 
writing wills, rightful heirs, and other similar 
legal points often depend on hospital records. 


There are many court cases where the hospital 
record has been the determining factor in secur- 
ing the payment on an insurance policy to a 
widow when the insurance company contested 
payment. The question that the deceased knew 
of his illness when the policy was purchased, 
thereby creating a case of fraud, was removed 
by the hospital record, which clearly showed the 
onset of the fatal illness was shortly after the 
date of buying the policy, so the deceased could 
not have known of his illness at the time. The 
records must be accurate and fair to both sides. 
If there is malingering, the records should show 
it. Such evidence in many cases will preclude 
the payments of benefits to patients, but this is 
not a reason for falsifying in records. There is 
nothing more satisfying to a hospital than to have 
its record introduced as evidence in court and 
the quality of the hospital work of such unques- 
tionable integrity that neither side attempts to 
impeach the evidence. Most hospital records are 
so accepted in court, and all should be. 


Statistical Value of Good Records 


The greatest asset of good records lies in their 
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statistical value. While a single record is of 
immense value to the patient and the physician. 
a series of records of patients afflicted with the 
same disease will, on analysis, permit the medical 
world to accurately plot the course of that dis- 
ease. The cure of one diphtheria patient by the 
administration of toxoid is meaningless. The 
patient may have recovered without the toxoid, 
but where the death rate in a thousand, ten thou- 
sand, or even a hundred thousand cases of 
diphtheria treated by toxoid shows a greatly re- 
duced figure over that of an equal number not so 
treated, it has but one meaning—toxoid offers 
more hope in combating diphtheria than any other 
treatment. The same applies to numerous other 
conditions, such as the study of the treatment 
of acute appendicitis by early surgical interven- 
tion over the old method of purges, ice bags, and 
luck; the care of typhoid patients on a high cal- 
oric diet versus the old starvation treatment; the 
administration of insulin to diabetic patients 
compared to the Allen diet; and so on throughout 
the list of known diseases. Perhaps the cure of 
cancer or its retardation will come from the sta- 
tistical studies now being made. 


Many organizations are now keeping careful 
records of all available cancer cases and studying 
them, from the point of view of early diagnosis, 
heredity, surgery, radium, x-ray, and other fac- 
tors. A part of the program of the American 
College of Surgeons is to have numerous hospitals 
thoroughly equipped and approved, tabulate the 
records of their cancer cases in a uniform man- 
ner, and send these tabulations to the College 
headquarters for study. If some great improve- 
ment in the care of this type of disease should 
result from the study, would not each hospital 
which took part in the program be proud of its 
contribution and feel that its records were an 
asset? 


The statistical value of records has hardly been 
mentioned. Each record library has a store house 
of precious gems in life saving on its record 
shelves, if some one could study these records 
and properly interpret their meaning. Then, if 
the study of the records of each hospital was 
added to similar studies in all other hospitals so 
that thousands of each type of a given condition 
could be analyzed, many of our now perplexing 
problems would lose much of their complexities. 


In conclusion, I can only reiterate a good record 
department is not in the least a liability. It is 
definitely an asset—an asset to the individual pa- 
tient, the physician, the hospital, and the medical 
world in general. 
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Of What Value the Dietary Survey? 


LULU G. GRAVES, Consultant in Kitchen Plans and Equipment 
New York City 


American Hospital Association at which 

the words “efficiency expert” were the sig- 
nal for a lively, heated discussion? The type of 
study made by these experts is as dead now as 
the songs of their contemporaries, yet they still 
live, unfortunately, in the minds of some Ameri- 
can Hospital Association members, who fail to 
distinguish between the havoc which repeatedly 
followed their activities and the effectiveness of 
the orderly comprehensive survey conducted by 
present-day hospital surveyors. 


D: YOU REMEMBER the meetings of the 


Today’s surveyor is familiar with hospital rou- 
tine in all its aspects. He, or she, is conversant 
with all kinds and makes of equipment and is 
able to suggest the purchase of the particular 
piece to fill the peculiar need of the institution 
being surveyed. Behind this modern surveyor 
stand years of work in the hospital field with 
specialized emphasis upon the particular depart- 
ment he has selected as his metier. 


During the past several years the restricted 
budgets of most hospitals have not permitted nor- 
mal repairs and replacements. It has been neces- 
sary to reduce the personnel and introduce other 
forms of curtailment. The dietary department 
has been particularly taxed under these circum- 
stances. It is at all times responsible for feed- 
ing everyone in the institution and to that extent 
holds the well being of the staff in its hands. The 
rooms and equipment in this department are in 
use from twelve to sixteen hours daily and thus 
are subject to greater depreciation. 


The Value of a Survey of the Dietary Department 


Fortunately, it is now possible in many hospi- 
tals to remedy the situation resulting from post- 
poned repairs and replacements and steps are 
being taken for such action. That readers of 
HOSPITALS are among those contemplating 
these steps is indicated by the request for this 
article on the value of a survey of the dietary 
department. 


Readjustments and improvements made now 
will doubtless be more extensive than any that 
have been made for some time past and they will 
be expected to cover the requirements for some 
time to come. It follows, then, that careful 
thought should be given to procedures and ex- 
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penditures, and that a survey of the department 
may be both wise and economical. 


In this excellent article on “Planning Hospital 
Dietary Departments” in the March issue of 
HOSPITALS, Mr. Perry Swern calls attention to 
some features that are occasionally overlooked 
when new construction is being planned. Among 
other things he states that failure to visualize the 
service from the time food is delivered to the 
time when the garbage is removed may “create 
inconvenient arrangement in a few spots that 
will completely upset an otherwise commendable 
service.” The importance of this fact is gratify- 
ingly recognized today; it was ignored until com- 
paratively recent years. 


In the majority of older buildings the arrange- 
ment of rooms and transportation facilities (ele- 
vators, dumb waiters, etc.) were seemingly 
planned for the convenience of the builder rather 
than for the purpose of enhancing food service 
by conserving time and labor of the workers. 


Some of these difficulties due to construction can- 
not be entirely overcome, but in many instances 
they can be lessened. When these conditions ex- 
ist it is the more imperative that there be system 
in the organization and adequate facilities for 
working. 


The Working Day of the Dietary Department 


The eight-hour day is in the minority in hos- 
pital kitchens. Frequently the working day of 
the dietitian and her staff is longer than that of 
kitchen employees. With too few employees, in- 
adequate equipment, and long working days un- 
der trying circumstances, one of two situations 
is likely to occur. The dietitian and her assist- 
ants may become so engrossed in details that they 
fail to see the forest for the trees, much that 
would be attended to by maids or other kitchen 
workers if the department had its full force, ab- 
sorb the dietitian’s time, with a consequent neg- 
lect of her duties as a dietitian; or parts of the 
service that move along mechanically without dire 
consequences are allowed to do just that. The 
organization as a whole suffers, no attempt is 
made to gather up loose ends and weave them 
into an administrative pattern. Both of these 
practices are costly. 





The Importance of Good Equipment 


Good equipment is essential for good food serv- 
ice but it does not always have to be the latest 
model. By using judgment it is possible to ob- 
tain appliances and materials to fit a wide range 
of budgets. Stoves, sinks, dishwashing machines, 
and similar heavy duty pieces built of best mate- 
rials for permanence and utility are generally 
less expensive in the end, they do not need fancy 
designs and decorations to add to their cost. 
Ranges and refrigerators with automatic heat 
control and ovens with extra heavy insulation 
save fuel and labor and produce better food when 
properly cared for and properly used. 


The Dietitian’s Program Must Permit Time for 


Enriching Her Own Professional Experience 


In a reorganization program, the teaching 
phase of dietetics should not be overlooked. 
Many hours of the dietitian’s day are devoted to 
teaching—nurses, student dietitians, patients—in 
the classroom, in the diet kitchen and in serving 
pantries on the floors. With the rapid develop- 
ment of the science of nutrition and diet therapy 
she must be constantly on the alert for the latest 
findings and new application of accepted theories. 
She belongs with those to whom Dr. Glenn Frank 
referred when he said, “The interpreter stands 
between the layman, whose knowledge of all 
things is indefinite and the investigator, whose 
knowledge of one thing is authentic.” If her in- 
terpretations are to be correct her time must not 
be too much occupied by daily tasks to permit 
her to attend professional meetings and to keep 
in touch with current books and other publica- 
tions. Lack in this respect is reflected in her 
teaching and the way she applies the principles 
of nutrition to the meals she serves. The sur- 
veyor may be helpful here by introducing books 
and other references pertaining to the individual 
needs, by discussion of methods that have been 
successfully used elsewhere. 


The dietitian and her workers as well as the 
superintendent of the hospital are usually aware 
of some, if not all, of the defects in the depart- 
ment, but in a large number of instances the die- 
titian’s time and attention have been so filled with 
immediate problems that she has no thought to 
give to larger fields. Not all dietary departments 
have been subjected to the experiences outlined 
here, of course. Not a few have been able to 
maintain a normal service and continue to pro- 
gress. These are to be congratulated. This arti- 
cle is addressed to the less fortunate. 
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The Analysis of the Department 


The surveyor analyzes a department as a whole 
and separates it into its parts. The picture is 
then presented with its good and bad features, 
changes are advised and ways of putting them 
into effect suggested. For the purpose of analysis 
the department is divided as follows: 


I The kitchen and all auxiliary rooms 

Their physical features; all appliances per- 
taining to the care, cooking and serving 
of food; their usefulness and arrange- 
ment; methods of food transportation to 
all wards and dining rooms; incidental de- 
tails. 

Conferences with engineer, carpenter, 
housekeeper, and others ‘more or less allied 
with the upkeep of the department furnish 
information that is of practical value in 
planning changes. 


Therapeutic diets for patients and personnel 
Infant feeding 
All special foods ordered by physicians 


Instruction of nurses in dietetics and diet 
therapy 
Teaching patients the things they need to 
know about their diets 
Teaching student dietitians 

Through the study of parts II and III co- 
ordination of the medical, nursing, and die- 
tary staffs is strengthened and greater effi- 
ciency in all departments is attained. 


Additional departments distinctive to indi- 
vidual institutions 
Food clinics 
Public dining rooms 
Relationship to the financial side of the 
hospital calls for study of buying meth- 
ods in most instances 


In this way, every factor within the dietary 
department and every contact with other depart- 
ments is approached, giving the surveyor the op- 
portunity to see the picture from all angles. 


The surveyor centers the attention of all affili- 
ated persons on the subject, brings a fresh view- 
point to it, inspires enthusiasm, and gives im- 
petus to the proposed plan. . Discussion often 
brings about immediate changes that can be made 
within the department and these provide a foun- 
dation for continued improvement. 


Dietary Department May Be a Center in the 
Community for Information on Dietetics 


In a progressive hospital an effective dietary 
department is of no small consequence. It not 
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only holds a significant place in the treatment of 
diseases associated with disturbed metabolism, 
but the recovery of every patient is enhanced by 
good nourishment and enjoyment of his food. 
Well selected and correctly cooked meals have a 
bearing on the health and efficiency and, to some 
extent upon the loyalty of all members of the hos- 
pital family; and the dietary department through 
food clinics and similar channels may well be a 
center for the dissemination of authentic infor- 
mation on dietetics in the community. Many 
such departments are in operation. 


In this evaluation of the survey no emphasis is 
placed on the amount of money it will enable the 
institution to save, it may result in considerable 
saving at once and it may not, depending upon 
conditions and practices found. Probabilities are 
that more or less increased expenditures will be 
necessary while putting the house in order. 
Achieving a systematic organization, required 
equipment and an augmented force of employees, 
when desirable, may convert a costly unsatisfac- 
tory service into one that is pleasing to both the 
consumer and the financial department and, in- 
cidentally, allow the dietitian staff to devote more 
time and attention to those things for which they 


were engaged. A methodical regime of this char- 
acter will be an economy from its inception and 
remain such as long as it is maintained. 


Merely bringing to the attention of the Board 
of Directors the liabilities and possibilities of 
your dietary service may be of lasting benefit. 


Among the intangibles that will follow may 


be the spirit of co-operation kindled or rekindled 


in the entire staff of the hospital with respect for 
a first class food service of which they are proud; 
the lifting of workers in the department from 
mechanical performers of duties to methodical 
and proud helpers; kitchens that are examples of 
sanitary care and proper cooking of food, and 
may be models in health education to the com- 
munity. 


While a patient is in the hospital his three 
meals are his chief diversions of the day and 
they are a common subject for discussion with his 
visitors. When he leaves the hospital the discus- 
sion of his “tray” continues for some time, and 
he thus becomes a publicity agent. Good food 
service makes for good publicity. If your hos- 
pital has not this characteristic, a survey of the 
dietary department will be good business. 





The Status of Hospital Personnel in the 


Labor Field Defined 


Dr. Arthur C. Bachmeyer, director of the Uni- 
versity of Chicago Clinics and chairman of the 
committee on hospital personnel relations of 
the Chicago Hospital Association and the Chicago 
Hospital Council outlined the rights and obliga- 
tions of hospital employes in relation to hospital 
management. 


The committee in its report advises that ‘“em- 
ployes individually or collectively are free to dis- 
cuss their problems with the hospital manage- 
ment. They are privileged to join or to refrain 
from joining any lawful organization. No em- 
ploye will be discriminated against because of 
membership in any such organization, and all em- 
ployes are entitled to receive wages as high as 
prevail generally in the Chicago hospital field.” 
The report further says: 


“There has been a suggestion, but no direct 
statement, that the hospital, in its relations with 
its employes, comes within the scope of the na- 
tional labor relations act (The Wagner Act). The 
hospital management does not believe this to be 
the case. Hospitals are not engaged in interstate 
commerce. They are not a business, or an indus- 
try in the accepted sense of those terms.” 


June, 1937 


Hospital Service Plans News 

Mr. Reginald F. Cahalane has been appointed 
executive director of the Massachusetts Hospital 
Service Association of Boston. This association 
is the first to be formed under the enabling act 
regulating voluntary hospital insurance in the 
state of Massachusetts. Dr. N. W. Faxon, a trus- 
tee of the American Hospital Association, was an 
active member of the organizing committee. Ac- 
tivities will be confined, at the outset, to the Bos- 
ton area, after which it is expected to enroll sub- 
scribers in other communities throughout the 
state. 

Mr. E. A. van Steenwyk, director of the Min- 
nesota Hospital Service Association, has an- 
nounced an extension of the benefits to include 
half coverage for family members of employed 
subscribers. Enrollment on May 1st had reached 
a total of 46,000 employed subscribers and 44,000 
dependents. 

On April 15, the Governor of Maryland signed 
an enabling act for group hospitalization under 
the regulation of the State Department of Insur- 
ance. A corporation has been formed to offer 
voluntary hospital insurance in the Baltimore 
area. The chairman is Mr. R. O. Bonnell, presi- 
dent of the Morris Plan Bank, and members of 
the committee include official representatives of 
the county medical society and the hospital 
council. 
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The Role of the Research Laboratory 


WALTER E. LIST, M.D., Superintendent 
The Jewish Hospital, Cincinnati, Ohio 


of furnishing adequate and efficient service in 

the management and care of the sick. The 
responsibility for outlining the proper manage- 
ment necessary for the individual case belongs to 
the physician. In carrying out the objectives of 
both the hospital and physicians, the assistance 
rendered by the nursing and house medical staff 
becomes of paramount importance. To this end, 
constant educational programs for the latter 
groups were established very early in the history 
of voluntary hospitals. 

In order to secure efficient training, the ma- 
jority of private hospitals develop their own nurs- 
ing schools. Likewise, formal and informal edu- 
cational programs for interns have become an 
essential activity of these institutions. Thus, it 
is generally recognized that the voluntary hospital 
no longer is merely an institute for “housing” the 
sick, but also serves to educate nurses and young 
medical graduates in the practical aspects of the 
care of the sick. In other words, educational ac- 
tivity forms a very prominent function of the 
voluntary hospital of today. In many respects, 
this function is analagous to that of the post-grad- 
uate schools, as can be inferred from the fact that 
many medical schools, and some states, require at 
least one year of satisfactory internship before a 
degree or a license to practice medicine is granted. 


Maintaining High Standards of Medical Education 


In order to maintain high standards of medical 
education, it is necessary for the members of the 
medical staff to be, themselves, sufficiently ad- 
vanced to teach the young medical graduate. Ad- 
vancement in medicine. depends not only on the 
accumulation of experience, but also upon the de- 
velopments resulting from medical investigation. 
Thus, it is not at all surprising to find that the 
members of the medical staff of almost any vol- 
untary hospital, are constantly pursuing some 
clinical investigation in addition to other duties. 

Where a large medical staff exists, this type of 
more or less informal investigation is adequate 
only so far as simple clinical observations are con- 
cerned ; but when complex and specialized subjects 
present themselves for consideration, it becomes 
impossible for the individual practitioner on the 
staff to carry out his interests from the investiga- 
tive point of view. It is at this stage that the 
development of a full-time research department 
serves a fundamental purpose. 


Te voluntary hospital exists for the purpose 
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Research Departments in Voluntary Hospitals 


In many voluntary hospitals research depart- 
ments now exist as a direct outgrowth of the ef- 
forts and interests of individual members of the 
staff. Indeed, research departments should be re- 
garded as belonging in the same category as the 
departments of pathology, bacteriology, biochem- 
istry, roentgenology, and so on. Like these more 
“routine” departments, the research units serve 
not only as outlets for the investigative desires of 
the medical staff, but also to stimulate the interest 
of the younger men in sponsoring medical investi- 
gation. The need for this is indicated by the re- 
cent statement of Raymond B. Fosdick, president 
of the Rockefeller Foundation: “It has been esti- 
mated that of all the money spent on research in 
Great Britain and the United States, one-half of 
the total goes for industrial research and for the 
underlying pure research in physics and chem- 
istry. Of the remaining half, 50 per cent is spent 
on research in connection with military questions. 
Of the remaining quarter of the total sum, the 
larger part is devoted to research in agriculture 
and the branches of biology, which support it. 
Further down the list is research in medicine and 
health.” 


The Relation of Medical Research to Medical Care 


It is unnecessary to elaborate on the value de- 
rived from medical research, for that is apparent 
to all. We merely wish to emphasize that the 
research activities of the hospital are a natural 
development of the hospital’s organization, and 
to point out the fact that the existence of an or- 
ganized research department, where specialized 
studies are constantly in progress, tends to accen- 
tuate the scientific aspects of medical care. It also 
tends towards greater interest in recent develop- 
ments in medicine and medical science and their 
application to the treatment of disease, as well as 
for the better education of both staff and interns. 
The most important result of research activities 
in any voluntary hospital is to elevate the stand- 
ards of medical interest, management, and treat- 
ment to such a degree that the service rendered 
the individual patient is of a highly scientific and 
efficient nature. Thus, the role of the research 
laboratory in the voluntary hospital is not only 
for the advancement of medical knowledge, but 
also for the stimulation of the scientific attitude 
in the eare of the patient. 
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Atlantic City—l937 


LANS should now be made for attendance at 

the Thirty-ninth Annual Convention of the 

Association in Atlantic City, September 13 to 
17, 1937. For the convenience of our members and 
visitors we are listing the hotels with the special 
rates that are being extended for the convention. 
Atlantic City has some of the finest hotels in the 
world, and every facility for comfort can be found 
in the skyscrapers along the beach. Members are 
requested to write the hotel of their choice for 
the accommodations they desire. 


Have You a Hobby? Participate in 
the Exhibit 


The Hobby Exhibit—which was inaugurated at 
Cleveland—proved to be one of the most inter- 
esting features of that convention. A great num- 
ber of members who visited that exhibit spoke 
of their own hobbies. It is earnestly desired that 
all members who can, participate in this year’s 
Hobby Exhibit at Atlantic City. Communicate 
with Mr. O. N. Auer, superintendent of the Mon- 
mouth Memorial Hospital, Long Beach, New Jer- 
sey, who will have charge of the 1937 Hobby Ex- 
hibit. 

The fun of a hobby is measured by the devo- 
tion paid to it. To obtain the relaxation desired, 
real enjoyment must be experienced in working 
with it. It affords much satisfaction to see an 
idea shape itself on canvas or develop from a 
block of wood. The collector has his greatest de- 


light in locating some rare item for his collec- 
tion—whether it be coins, books, chinaware, 
stamps, guns, or the many varieties of items 
which appeal to the individual. There now are 
collectors even of cocktail stirrers. 


The photographer delights in the varying ef- 
fects produced by different applications of light; 
outdoor pursuits appeal to others; and there are 
photographs and trophies to record the pleasure 
and success obtained. 


Unfortunately, many do not have hobbies, and 
they are missing a real opportunity for pleasure 
and relaxation. So, if you are one of the fortu- 
nate ones who possesses a hobby, plan to partici- 
pate in the Hobby Exhibit at Atlantic City and 
gain added pleasure from being with others who 
also have hobbies. 


June, 1937 


Atlantic City Hotel Rates for the Thirty- 
ninth Annual Convention Sept. 13 to 17 

Hotel reservations should now be made for the 
Atlantic City convention, September 13 to 17, 
1937. Members are requested to make their res- 
ervations directly with the hotel of their choice. 


Rates quoted are reported to be lower than pre- 
viously obtained. 


Headquarters Hotels 


American Hospital Association—Ambassador. 


American College of Hospital Administrators— 
Ambassador. 


American Protestant Hospital Association— 
Ambassador. 


American Occupational Therapy Association— 
Chelsea. 


National Association of Nurse Anesthetists— 
Ritz-Carlton. 


Hospital Exhibitors’ Association—Traymore. 


Catholic Sisters—Knickerbocker. 





Special Hotel Provisions for 
Catholic Sisters 


The Knickerbocker Hotel has agreed to 
provide special accommodations for Catholic 
Sisters, assigning rooms to one floor as far 
as possible, and setting aside a portion of 
the dining room for their private use. 

Special hotel rates for the Sisters, granted 
by the Knickerbocker, are as follows: For 
two persons in a twin-bedded room with 
bath, $5.50 per person—this rate to include 
breakfast and dinner. The same accommo- 
dations, but to include luncheon as well, $6.00 
per person per day. 

The hotel is located on the Boardwalk, one 
block from the St. Nicholas Church and nine 
blocks from the Convention Hall—approxi- 
mately a half mile walk on the Boardwalk. 
Taxicab transportation from hotel to con- 
vention hall is fifty cents for two persons, 
and ten cents for each additional person. Jit- 
ney busses operate on Pacific Avenue, one 
block from the Hotel; fare ten cents. For an 
additional ten cents the busses will drive off 
the avenue to Boardwalk hotels. 














Boardwalk Hotels 


European Plan 
Room with Bath 
For1 Person - For 2 Persons 


AMBASSADOR $3.00-$ 6.00 $6.00-$10.00 
Boardwalk at Brighton Ave. 

BRIGHTON ‘ 5.00 - 5.00- 8.00 
Boardwalk at Indiana Ave. 

CHALFONTE-HADDON HALL ; 8.00 6.00- 10.00 
Boardwalk at North Carolina Ave. 

CHELSEA : 5.00 5.00- 8.00 


Boardwalk at Morris Ave. 
CLARIDGE , 9.00 : 6.00- 11.00 


Boardwalk at Park Place 
6.00 6.00- 10.00 

Boardwalk at Michigan Ave. 

KNICKERBOCKER : 4.00 5.00- 7.00 
Boardwalk at Tennessee Ave. 

MARLBOROUGH-BLENHEIM ‘ 6.00 6.00- 11.00 
Boardwalk at Ohio Ave. 

NEW BELMONT ’ 3.00 4.00- 6.00 
Boardwalk at Ocean Ave. 

PRESIDENT ’ 5.50- 6.00 
Boardwalk at Albany Ave. 

RITZ-CARLTON i ' 6.00- 10.00 
Boardwalk at Iowa Ave, 

SEASIDE ; ‘ 5.00- 6.00 
Boardwalk at Pennsylvania Ave. 

SHELBURNE : ’ 6.00- 8.00 
Boardwalk at Michigan Ave. 

TRAYMORE t 6.00- 12.00 
Boardwalk at Illinois Ave. 


Avenue Hotels 


European Plan 
Room with Bath 
For 1 Person For 2 Persons 
ARLINGTON $3.50-$ 4.00 _ $5.00-$ 6.00 
116 S. Michigan Ave. 
COLTON MANOR j 4.00 5.00- 7.00 
110 S. Pennsylvania Ave. 
FLANDERS : 4.00 5.00 
127 St. James Place 
FRANKLIN INN j 4.00 
157 S. Virginia Ave. 
GLASLYN-CHATHAM 5.00 
Park Place 
JEFFERSON , : 5.00- 
136 S. Kentucky Ave. 
KENTUCKY : 4.00 
126 S. Kentucky Ave. 
LAFAYETTE ' j 5.00- 
109 S. North Carolina Ave. 
MADISON . / 5.00- 
123 S. Illinois Ave. 
MONTICELLO 5.00 
131 S. Kentucky Ave. 
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Avenue Hotels (Continued) 


MORTON 

150 S. Virginia Ave. 
PRINCESS 

144 §. South Carolina Ave. 
SENATOR 

166 S. South Carolina Ave. 
STERLING 

144 §. Kentucky Ave. 
THURBUR 

Atlantic and Massachusetts Ave. 


European Plan 
Room with Bath 
For 1 Person For 2 Persons 


2.50- 3.50 4.00- 6.00 
4.00 

3.00- 4.00 5.00- 7.00 

2.50- 3.00 4.00- 5.00 


4.00 





Applications for Institutional Membership in the American Hospital 
Association, April | to May 25, 1937 


Pell City 
Montgomery 


Pell City Infirmary 
St. Margaret’s Hospital 
Arkansas 
Henry C. Rosamond Memorial Hospital. El Dorado 
Wakenight Sanitarium 
Colorado 


Mercy Hospital 


Illinois 


Carle Memorial Hospital 
Fairview Sanatorium 
Monmouth Hospital 

Peoples Hospital 

Pinel Sanitarium 

Resthaven Sanitarium 
Rosiclare Hospital 

St. Charles City Hospital 
Winnebago County Hospital 


Indiana 


Henry County Hospital 


Louisiana 


Lafayette Sanitarium Lafayette 

St. Patrick’s Hospital Lake Charles 

T. E. Schumpert Memorial Sanitarium. Shreveport 
Maine 


Central Maine General Hospital Lewiston 
Massachusetts 


Cambridge Hospital Cambridge 


Juie, 1937 


Mississippi 
Anderson Infirmary 


New Jersey 


Camden County General Hospital 
Lakeland, Grenloch P. O. 


Hudson County Contagious Disease 
Hospital 
Union City General Hospital 


New York 


The Memorial Hospital of Queens. . .Jamaica, L. I. 
Mercy Hospital Hempstead, L. I. 
St. James Mercy Hospital Hornell 
West Hill Sanitarium. .Riverdale, New York City 


Ohio 
Crestline Emergency Hospital 


Oklahoma 
The Hardy Sanitarium 
St. Mary’s Infirmary 
Tennessee 


Woodbury 
Memphis 


Good Samaritan Hospital 
Wallace Sanitarium 


Heights Clinic-Hospital 
Mercy Hospital 


Wisconsin 


Evangelical Deaconess Hospital 
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Judicial Decisions Involving Charities 


HON. HOWARD BURRELL 


Los Angeles, California 


ILE the title of this discussion suggests 
Wi: be confined to that of legislation and 
thus perhaps might not include judicial 
decisions of interest, nevertheless, for all practi- 
cal purposes the operation of a hospital is af- 
fected as much by judicial decisions as it is by 
legislation. You no doubt are acquainted to some 
degree with the rule of law which affords so-called 
charitable hospitals a certain amount of exemp- 
tion from tort liability. Within the last year the 
Second Appellate District has handed down the 
decision of England v. Hospital of the Good Sa- 
maritan, which may perhaps mark another step 
in the decline of the doctrine that charities should 
be encouraged by the granting of exemptions. 


The background of the doctrine is quite simple, 
but its evolution has resulted in a veritable mass 
of conflicting opinions and doubtful applications. 
Simply stated, the courts merely decided in the 
very beginning that hospitals could be organized 
and operated under three different types of gar- 
ments. First, there was the public type of hos- 
pitals operating under a Government cloak; sec- 
ond, there was the privately owned hospital oper- 
ating under a charitable and non-profit making 
cloak; and third, there was the private institution 
operated like any other corporation for the bene- 
fit of its stockholders, and the courts felt that 
when private capital put on its charitable cloak 
and went to work, it should be in some way en- 
couraged and rewarded for its altruism. As a 
result, we have a few states such as Massachu- 
setts in which a hospital wearing a charitable 
cloak is accorded complete exemption from any 
liability by reason of the negligence of its serv- 
ants, agents, or officers toward any type of victim, 
be they stranger, employee, or patient. The cases 
allowing such an extensive amount of exemption 
are based upon what the courts are pleased to de- 
nominate as the trust fund doctrine. The sight 
of a trust fund being diverted away from its orig- 
inal charitable purpose in the direction of private 
pockets was more than the courts could tolerate. 
Carried to its logical conclusion, the trust fund 
doctrine would also exempt private individuals or 
partnerships operating under a charitable cloak 
from the same liability, but no jurisdictions have 
gone this far. In fact, the trust fund doctrine 
has been repudiated in England, the very juris- 
diction of its nativity, and furthermore, it has 





Presented at the Annual Convention of the Association of 
Western Hospitals, Los Angeles, California, April 12-15, 1937. 
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been quite logically contended that the doctrine 
has never existed in England anyway, and that 
American cases have merely misinterpreted an 
English dictum. 


At the other end of the scale and directly op- 
posed to Massachusetts in every point of analysis 
are a few jurisdictions such as Minnesota which 
have refused to grant any special privileges to 
private charities, in the law of negligence. Be- 
tween these two extremes are countless and intri- 
cate variations of exemptions. The majority of 
the jurisdictions have not been lenient with pri- 
vate charities so far as strangers or employees 
are concerned. As Mr. Justice Cardozo of the 
United States Supreme Court has aptly remarked, 
“A stranger traveling along the highway is not 
concerned to inquire whether the hospital was 
then operating its ambulance for the love of 
money or for the love of man.” So far as pa- 
tients are concerned, the majority of jurisdictions 
have treated pay patients and free patients iden- 
tically, and have struck a compromise holding that 
charitable hospitals are not liable to patients for 
injuries arising out of negligence of their servants 
and agents unless the hospital management failed 
to exercise reasonable care in the employment of 
competent subordinates. This has been the rule 
in California whenever a hospital is able to estab- 
lish that it should be classified as a charitable in- 
stitution. The trust fund theory as a basis for 
applying the rule has been rejected in California, 
and in its place the courts have given as a reason 
the theory of implied waiver. That is, whenever 
a person accepts the benefits of a charitable hos- 
pital, he exempts his benefactor from any liability 
for the acts of its agents, provided those agents 
have been selected with due care. The “implied 
contract” reasoning is of course very specious. 
An emergency patient for example is indeed lucky 
if he knows the name of his hospital before he 
enters, let alone anything about its charter or 
operation. To say that any patient impliedly ex- 
empts his benefactor in this manner is wholly 
unrealistic and the sheerest sort of make-believe. 
But whereas some of our best lawyers have failed 
to convince our courts that there was nothing in 
the implied contract theory, a truly precocious in- 
fant under one year of age has succeeded in rele- 
gating the doctrine to obsolescence where it be- 
longs. In the case of Shane v. The Hospital of the 
Good Samaritan, a minor, by his guardian ad 
litem, brought suit for injuries sustained on the 
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day of his birth, and it was beyond the powers 
of the court to picture such a plaintiff entering 
into an implied contract with the hospital. Truly, 
as the late Justice Oliver Wendell Holmes has 
said, “A page of history is sometimes worth more 
than volumes of logic.”’ In the Shane case, the 
court was inclined to avoid naming any basis for 
allowing a charitable exemption, but finally con- 
cluded that if there must be a reason for the rule, 
it lies within the umbrella of public policy. The 
decision in the Shane case did not elaborate upon 
the nature of the public policy behind the rule, 
but other cases have decided that the policy in 
favor of the exemption is to protect private chari- 
ties from what the courts denominate as the “hun- 
gry maw of litigation.” The man who invented 
the phrase “hungry maw of litigation” should 
most certainly be rewarded by all private chari- 
ties, for the expression itself is enough to scare 
anyone and has saved private charities thousands 
of dollars. 


Upon the horizon of this background arose the 
case of England v. The Hospital of the Good Sa- 
maritan, which though it did not purport to 
change the California rule, did apply the rule so 
stringently that in many cases it will of necessity 
stimulate hospitals to the point, of overhauling 
and patching up their charitable cloak of protec- 
tion. The plaintiff in the case was a pay patient 
suing for hot water bottle burns due to the alleged 
negligence of the defendant’s nurse. The charter 
and by-laws were undoubtedly drawn up in chari- 
table form. There were no stockholders and the 
hospital was not organized for private profit, but 
in the year when the plaintiff was injured, the 
defendant had realized a profit of $63,000 and 
carried on its books a surplus of $65,000. As 
usual, certain departments were open to the public 
and were operated for profit, but this probably 
did not affect the decision. Three and four-hun- 
dredths per cent of its patients were entirely free. 
The amount of partially free service performed 
was not revealed in the opinion or briefs filed in 
the case. Delving below the surface into the per- 
sonnel of the free patients, the court found that 
the vast majority was composed of nurses, clergy- 
men, doctors, ministers, and members of these 
persons’ families. The court held that this evi- 
dence was sufficient to take to the jury the ques- 
tion whether or not the defendant was really 
wearing a charitable cloak as it went about its 


- work. This decision is fairly revolutionary if it 


actually holds as it seems to hold that any other- 
wise charitable hospital may cease to become a 
charity if it carries a surplus on its books and 
operates at a profit. Prosperous balance sheets 
will be accompanied by additional financial bur- 
dens if this is true. 


June, 1937 


On the issue of whether the defendant hospital 
had used due care in the selection of its nurses, 
the court found that the nurse in question had 
submitted a written application but that her ref- 
erences had never been checked. The court also 
found that no inquiry was ever made of the Bu- 
reau of Nurses of the State Department of Health, 
which Bureau had already rejected this particular 
nurse as ineligible. The court held that this evi- 
dence was sufficient to take to the jury the ques- 
tion of whether or not the defendant has care- 
fully selected the nurse in question. In truth, the 
England case will be a fairly difficult hurdle for 
any charitable hospital to meet and overcome in 
future litigation, and as I have already noted, it 
may very well require many hospitals to reorgan- 
ize and to revamp considerably their old charitable 
garments. 


The England case also presented another aggra- 
vating circumstance in favor of the plaintiff pa- 
tient. In the construction of his case, the plain- 
tiff had emphasized the fact that upon entrance 
to the hospital he had no knowledge of any kind, 
nor had he any reason to know, that the hospital 
was or claimed to be a charitable institution and, 
therefore, the plaintiff contended there could be 
no implied contract exempting the hospital from 
any negligence of its agents. There is no ques- 
tion but what this factor influenced the court’s 
decision for although the decision purports to be 
based upon the fact that the defendant was oper- 
ating for profit the opinion nevertheless refers 
several times to the fact that the plaintiff was 
never in any condition to know the character of 
his benefactor, the hospital. This lack of notice 
to the patient may well prove to be another dis- 
comforting thorn to hospitals in future litigation. 
The original authority for allowing recovery to 
any paid patients who do not know of the hos- 
pital’s charitable garments is found in a case de- 
cided by the Supreme Court of California in 1918, 
Stewart v. California Medical Association. The 
decision in the Stewart case expressly denied that 
California courts were in any way committed to 
any particular theory as to the non-liability of 
charitable institutions and for that matter the 
court denied that California was committed to the 
doctrine on non-liability itself. However, the de- 
cision, in quite explicit language, stated that even 
if the rule of exemption were to be applied to 
charitable institutions, nevertheless it would not 
be applicable in any case in which the plaintiff 
had no knowledge whatever of the charitable char- 
acter of the defendant organization. The lower 
appellate courts in California since the Stewart 
case have been inclined to be more charitable to- 
ward charitable institutions. But the warning 
handwriting of the California Supreme Court is 
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upon the books and fully intelligible to all those 
who have read it, and the England case in 1936 
graphically recalls to mind the caveat expressions 
of the California Supreme Court in 1918. 


Another decision of interest to this group is the 
case of Hallinan v. Prindle, decided November, 
1936. 


This case shows somewhat of a recession from 
the severity of the England case. When the plain- 
tiff in the Hallinan case first went to the hospital 
to have a cyst removed, his troubles, painful 
though they were, had just begun. The nurse in 
charge of the defendant hospital’s operating room 
assembled upon a tray various articles in prepara- 
tion for the operation. These articles included a 
knife, sterilized towels, and other articles, includ- 
ing a medicine glass containing a small quantity 
of formalin in place of novocaine which the glass 
should have contained. Before commencing the 
operation the doctor made a general inspection of 
the tray but failed to notice the substitution of 
formalin for the novocaine, despite the pungent 
and disagreeable odor of the former. Immediately 
after injecting the formalin the doctor realized his 
mistake and did his best to remedy the situation. 


The plaintiff later brought suit against the 
nurse, the doctor, and the hospital. In the first 
trial of the case in 1934 the jury with its particu- 
larly economic insight arrived at a verdict to the 
effect that neither the nurse nor the doctor was 
guilty of negligence at any time but that the hos- 
pital had indulged in a frightful breach of duty 
to the plaintiff. Upon appeal the case was sent 
back for a whole new trial and last November 
came the decision of the Appellate Court in San 
Francisco which dismissed the case against the 
doctor and the hospital but affirmed judgment 
against the nurse. In the course of the decision 
the court fully inspected the alleged charitable 
garments of the defendant hospital and found 
them liability proof but in deciding whether or 
not the doctor was liable, the court had to consider 
two questions. The first one of these does not 
concern hospitals so much but, to complete the 
story, should be mentioned. 


The court found that it was a general custom in 
the locality for physicians and surgeons of good 
standing to accept from any graduate trained 
nurse instruments, medicine, or drugs passed by 
her without making an examination thereof them- 
selves and so the court held that the doctor was 
not negligent in accepting and proceeding to use 
the trayful of instruments and medications with- 
out thoroughly inspecting its contents himself be- 
fore so doing. 


The second question before the court is of in- 
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terest to hospitals. The court held that a nurse 
hired and paid by the hospital while preparing the 
operating room and during the operation is the 
agent of the hospital and not of the particular 
surgeon who operates. 


The surgeon, said the court, cannot be held re- 
sponsible for the negligent acts of the nurse un- 
less these acts were performed under conditions 
where in the exercise of ordinary care the surgeon 
should have been able to prevent their injurious 
effects but he failed to do so. 


It behooves every hospital therefore to take 
particular precautions in choosing the nurses in 
charge of the operating room. The question itself 
has not as yet been ruled upon by the Supreme 
Court of California. 


In a leading case in New York a patient brought 
suit against the hospital, claiming the nurse in 
charge of the operating room was the agent of 
the hospital but Mr. Justice Cardozo in a very 
well-considered opinion held that such a nurse was 
acting for and under the direction of the operating 
surgeon and was not the agent of the hospital in 
performing her duties. The only consistency be- 
tween these two decisions is that the patient seems 
to be always wrong. 


The New York rule holding that surgery nurses 
are agents of the doctor and not of the hospital 
during the course of an operation seems to be the 
more realistic rule and was approved by the Dis- 
trict Court of Appeals for the 3rd district, in Cali- 
fornia in 1934 in the-case of Armstrong v. Wal- 
lace. We all hope that the New York rule will 
eventually emerge as controlling in California and 
that surgery nurses will be considered agents of 
the surgeons during the course of operation. 


Thus the doctrine which grants to charitable 
institutions exemption from liability for the negli- 
gence of their servants and agents toward all pa- 
tients has been received with varying degrees of 
cordiality in three of the District Courts of Appeal 
in California. The First and Third Appellate Dis- 
tricts located in San Francisco and Sacramento, 
respectively, have shown considerable deference 
for any institution wearing charitable garments 
but the Second Appellate District located in Los 
Angeles has in the England case so stretched and 
torn the charitable garments involved in that case 
that they will need considerable renovation. 


In conclusion, the thought that I wish to empha- 
size most of all and leave impressed upon your 
minds is the fact that in the field of hospital legis- 
lation we must make every effort to understand 
the viewpoint of those persons with whom we deal 
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every day, that is the patients of all kinds and 
varieties. A patient upon his first arrival at a 
hospital is naturally overcome with the magnitude 
of the misfortunes besetting him. The paramount 
question almost always working in his mind is the 
question of why this particular thing should have 
happened to him. 


We should all be acquainted with the current 
proposals for legislation and should take our part 
in supporting legislation which we feel will be a 
necessary step in the attainment of those social 
and economic ideals toward which all types of 
present legislation seem to be approaching with a 


sure and undivertible tread. Some legislative so- 
lution must be reached whereby hospitals no 
longer need feel that in dealing with human lives 
they are profiting, if at all, from other people’s 
sorrows. Rather we should have some solution 
which enables those needing treatment to obtain 
the necessary care under circumstances which will 
fully compensate both hospitals and doctors, so 
that patients may feel an abiding conviction that 
others are not profiting from their misfortunes, 
but on the contrary are sustained by the hope and 
the fact of being able to obtain proper treatment 
when necessary at a cost which is not unduly bur- 
densome. 





Legal Decisions of 


OTES upon court decisions which affect hos- 
pitals, or where the hospital was a party 
to the litigation. 


N 


Liability of Charitable Hospital for Negligence. 


Sheehan v. North Country Community Hospital, 
273 N. Y. 163, 7 N. E. (2) 28 


This was an action by a paying patient against 
a charitable corporation for injuries which she 
received while being removed from the hospital, 
in its ambulance, to her home. The jury returned 
a verdict in favor of the plaintiff, and defendant 
appealed to the Appellate Division (248 App. Div. 
632, 289 N. Y. S. 756). That court affirmed the 
judgment of the lower court, and defendant again 
appealed, this time to the Court of Appeals. The 
Court of Appeals affirmed the judgment of both 
lower courts. 


Inasmuch as this decision will be far-reaching 
in its influence upon other courts, it is advisable 
to quote at length from the opinion. The New 
York Court of Appeals said: “The case for im- 
munity must rest on the hypothesis that a recip- 
ient of the benefit impliedly waives any claim for 
damages resulting from torts in the administra- 
tion of a charity, a theory that would be inap- 
plicable were the plaintiff a stranger to this 
hospital. . . . A prop may be found in the con- 
sideration that to compel payment of damages to 
a beneficiary would be to limit charitable activities 
and to dry up the sources of charitable donation. 
In a case not quite the same, the strongest argu- 
ment for nonliability was stated in these words: 
“There can certainly be no principle of natural 
justice which would require one engaged in char- 
itable work to be liable to the recipients of his 
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Interest to Hospitals 


charity for the wrongs of others. If he use rea- 
sonable care in the selection of the means and is 
guilty of no wrong himself, he ought not to be 
answerable to those who accept the charity for 
the wrongs of servants whom he has to employ to 
make it effective.” 


“On the other side, it is answered that the 
‘waiver’ doctrine is pretty much a fiction . . .; 
that to impose liability is to beget careful man- 
agement; and that no conception of justice de- 
mands that an exception to the rule of respondent 
superior be made in favor of the resources of a 
charity and against the person of a beneficiary 
injured by the tort of a mere servant or employe 
functioning in that character. It is our judgment 
that the greater weights are in this scale. 


“Moreover, the now declared public policy of 
the State is that persons damaged by the torts of 
those acting as its officers and employes need not 
contribute their losses to the purposes of govern- 
ment. Court of Claims Act, par. 12-a. We think 
it would not be a harmonious policy that would re- 
quire this plaintiff to put up with her injuries on 
the score that the appellant is a charitable corpo- 
ration.” 

seiniicadaiiniiiania 


Liability of Municipal Hospital for Negligence. 
Meyer v. City of New York, 293 N. Y. S. 563 


This was a suit by an administrator of a de- 
ceased person to recover damages for the death 
of his intestate, who had received injuries causing 
his death when a grandstand collapsed at the Cor- 
rection Hospital, a municipal institution. A ver- 
dict was taken in the lower court by the plaintiff, 
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which was set aside upon appeal, and judgment 
was entered for the defendant. 


The court put the question: “Assuming negli- 
gence in the construction of maintenance of the 
grandstand, is there any legal liability on the part 


of the municipality?” An answer to that question . 


depends upon the nature of the duty imposed upon 
a municipal corporation when it undertakes to 
operate a municipal hospital.- If the municipality 
is exercising, in operating such hospital, a special 
power, conferred upon it by the state, then it acts 
as a private corporation, and may be held liable 
for its negligence. But if, on the other hand, the 
municipality is exercising powers granted to it 
merely as a political subdivision of the state, then 
it cannot be held liable for omissive or commissive 
acts of its officers or agents amounting to negli- 
gence and resulting in injury to someone. 


The protection of the public health, safety and 
morals has long been, by judicial construction, 
committed to the state as an inherent attribute 
of sovereignty. It has been recognized that the 
state has the power as sovereign to delegate en- 
forcement of public health measures to its politi- 
cal subdivisions, one of which, of course, is the 
municipality. It follows, then, that in the en- 
forcement of such power, the City of New York 
was acting in a governmental as distinguished 
from a private capacity, and could not, therefore, 
be held liable for the negligence of employes of 
the municipal hospital. 


—_ 


Maine 
Liability of Charitable Hospital. 


Jensen v. Maine Eye and Ear Infirmary, 107 Me. 
408, 78 Atl. 898, 33 L. R. A. (N.S.) 141 


Jensen sued as administrator of his wife’s 
estate, and in his own behalf, to recover damages 
suffered as a result of the alleged negligence of 
defendant in permitting his wife to fall from a 
window, whereby she was killed. A verdict was 
directed in favor of the defendant. 


In affirming the judgment of the trial court the 
Supreme Court of Maine said: “. . . No prin- 
ciple of law seems to be better established, both 
upon reason and authority, than that which de- 
clares that a purely charitable institution, sup- 
ported by funds furnished by private and public 
charity, cannot be made liable in damages for the 
negligent acts of its servants. Were it not so, it 
is not difficult to discern that private gift and 
public aid would not long be contributed to feed 
the hungry maw of litigation, and charitable in- 
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stitutions of all kinds would ultimately cease or 
become greatly impaired in their usefulness.” 


The Maine court, in rendering this opinion, fol- 
lowed a line of English cases from which the doc- 
trine of exemption from liability arose in favor of 
charitable institutions. 


Se ee 


Liability of Private Institution. 
Mills v. Richardson, 126 Me. 244, 137 Atl. 689 


This was an action by husband and wife against 
Richardson, the proprietor of a hospital, for dam- 
ages caused by the alleged negligence of a nurse 
in administering a douche following childbirth. 
In a previous action (125 Me. 12, 130 Atl. 353), 
verdicts for the plaintiffs had been set aside. 
Here, there were verdicts and judgments for 
$2,000 for the wife and $500 for the husband. 
The Supreme Court ordered a remittitur of $1800, 
thus reducing the judgments to $500 and $200, 
respectively. 


The evidence was in conflict as to whether the 
injuries had been brought about by the bichloride 
of mercury douche, or by the childbirth alone. 
There was evidence tending to show burns from 
the douche, and there was also evidence from 
which it might be determined that the complaint 
was properly traceable to the childbirth. For this 
reason the court was constrained to hold that 
plaintiffs had not proved by a preponderance of 
the evidence that the injury was due solely to the 
negligence of defendant’s nurse in administering 
the douche. Upon this point the court said: 
“While there was evidence from which the jury 
could conclude there was some injury from the 
douche, it seems clear that the effect could not 
have been long continued, and that the jury, obvi- 
ously having considered that the douche caused 
practically all of the conditions of which Mrs. 
Mills complained, erred in passing a point beyond 
which that alleged cause could not by a prepond- 
erance of the evidence be sustained.” 


It will be noted that the court did not enter into 
the question of liability, inasmuch as it is estab- 
lished in all jurisdictions that private hospitals 
are liable for negligence in the same degree as any 
other private corporation. 

res 


Maryland 


Loeffler v. The Trustees of the Sheppard and 
Enoch Pratt. Hospital, 130 Md. 265, 100 Atl. 301 


This was a suit brought by a fireman of the city 
of Baltimore against the hospital for negligently 
maintaining a defective fire escape upon its prem- 
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ises. It appeared that plaintiff had assisted in 
placing a fire under control at defendant hospital, 
and that he had stepped upon a fire escape ladder 
belonging to defendant, and had slipped upon it as 
a result of its defective condition, and had broken 
his arm. The lower court sustained defendant’s 
pleas in bar, which were based upon the fact that 
defendant was a charitable hospital, and entered 
judgment for defendant. This judgment was af- 
firmed by the Court of Appeals. 


This decision, like that in the Perry Case fol- 
lowing, was made to rest upon the “trust fund 
theory” established by the English courts; that is, 
that the funds of a charitable institution are to be 
held inviolate in actions based upon negligence, 
looking to a recovery of damages for injuries suf- 
fered by a beneficiary of the charity. 


Here, although the plaintiff was a total stranger 
to the charity, the court made a sweeping decision 
which announced again the doctrine that a char- 
itable corporation is not to be held liable for the 
negligence of its officers, employees or servants. 
It should be noted that some states have held that 
strangers may recover from a charitable institu- 
tion upon the ground that exemption from lia- 
bility does not extend to cases in which third par- 
ties who have no relation to the charity bring suit 
to recover for its negligent acts. 


—_<———— 


Liability of Charitable Institution. 


Perry v. The House of Refuge, 63 Md. 20, 52 
Am. Rep. 495 


The plaintiff Perry, a minor, brought suit 
against the defendant, which was a charitable in- 
stitution for the care of incorrigible youths, seek- 
ing thereby to recover damages for alleged mali- 
cious assaults by certain officers and agents of the 
House. The trial court directed a verdict in favor 
of the defendant upon the ground that there was 
not enough evidence to support plaintiff’s action. 


The question whether a charitable institution 
could be held liable for the negligent acts of its 
agents had not been previously decided in Mary- 
land. Thus, the court was forced to turn to Eng- 
lish authority for guidance in the case before it. 
English law had it that a charitable organization, 
maintained by trust funds, could not be made to 
respond in damages for a breach of trust on the 
part of its trustees. The Maryland court being 
Satisfied with the English House of Lords’ de- 
cision, laid down the rule that, in actions of this 
kind, a charitable institution could not be held lia- 
ble for the negligent acts of its agents or officers. 
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The cases of Maine and Maryland provide an 
interesting contrast as against the more modern 
view expressed in the Sheehan Case in New York 
state. It is not to be doubted that in future litiga- 
tion affecting charitable hospitals, the Sheehan 
Case will be strongly urged by counsel as excellent 
authority upon which to predicate liability of 
charitable hospitals. While only a few jurisdic- 
tions have held charitable hospitals liable, there is 
still a powerful lot of legal literature directed 
against the rule of exemption from liability. In 
short, it would seem that there is a movement 
looking toward exertion of definite influence upon 
the judiciary in favor of liability. Legal com- 
mentators have viciously attacked the doctrine of 
exemption from liability upon various grounds. 
Their arguments, to the lawyer, are compelling, 
and those arguments have been felt, as may be 
seen from the example of the Sheehan Case. 


Only recently the writer had occasion to defend 
a charitable institution in an action wherein the 
plaintiff sought recovery of $10,000 damages for 
the negligent acts of the defendant. The court 
was reluctant to hold in favor of the defendant 
because he was not entirely satisfied that the de- 
fendant was strictly a charitable organization. 
The case was argued on four separate occasions 
of two hours’ duration each, and it was finally 
submitted upon defendant’s brief of some twenty- 
five pages of authority from all over the country. 
The court finally held in favor of defendant when 
faced with the compelling authority of cases that 
had been widely cited wherever litigation had 
arisen affecting charitable organizations. This 
attitude is fairly demonstrative of the changing 
judicial view of the problem. 


While it is not to be said that in the near future 
charitable hospitals are certain to be held liable 
for their negligent acts, for there is too much au- 
thority to the contrary, still it is sure that courts 
are going to exact higher standards of proof upon 
the question whether the institution is a charity, 
and it may be that some courts will be courageous 
enough to overrule earlier decisions in favor of 
exemption from liability. That would not appear 
to be too distant, for the principle of the common 
law is well established that, generally, all those 
who are guilty of harm to others, are liable to 
respond in damages to the aggrieved person. It 
will be seen that the doctrine of exemption from 
liability is a narrow exemption to the general rule 
having but little reason to support it, and that it 
is but a short step to return to the general rule 
of liability against all who are guilty of negligence 
resulting in harm to others. 





The Patient's Record—A Sacred Document 


LEO P. DOLAN, M.D., F:A.C.S., Director of the Department of Urology 
St. Vincent’s Hospital, Toledo, Ohio 


internship in a large, municipal, charity hos- 

pital that was used as a teaching institution 
for two medical schools. Just being fresh from 
medical school myself and having been informed 
of the hospital rules of accuracy and complete- 
ness of the patient’s record, I soon came to learn 
what a good record meant for scientific purposes. 
By the time my internship was completed, I knew 
that each record was of great importance to the 
hospital for teaching and statistical purposes. 

Scientific medical advance owes a debt of grati- 
tude to the record librarians, who are the cus- 
todians of these documents. They are the 
individuals to whom we can be thankful for the 
progress and advancement in coordinating and 
properly indexing the vast sum of information 
contained in thesé records. They have it so sim- 
plified that it now takes only a matter of minutes 
in the record library of a properly supervised 
hospital to determine how many cases of pneu- 
monia, for example, entered the hospital in a 
given period of time; or, how many post-operative 
cases of pneumonia developed following certain 
forms of anesthesia. Likewise, epidemics of this 
or that infection can be followed over a period of 
years through the various cross index systems 
which have been set up throughout the country. 
In short, any set of medical statistics that might 
be of valuable use to the public welfare of the 
community, the state, or the nation is available in 
the record libraries on a moment’s notice. In 
fact, practically every scientific medical article 
that is written is dependent directly or indirectly 
on hospital medical records as well as the informa- 
tion necessary to a diagnosis on any previously 
admitted patient. 


Records Are Filed for the Benefit of the Patient, 
the Physician, the Hospital, and Science 

We concede that hospital records are inval- 
uable to science; but, are we too enthusiastic in 
our scientific research that we are prone to over- 
look the individual who supplied the record or is 
the material for the record? Let us take, for ex- 
ample, a patient who enters a hospital for the first 
time. The patient is ill, perhaps toxic from in- 
fection. The first routine is to assign an intern 
to the case, who is a doctor trained to extract 
every possible word and every bit of information 


[ WAS my experience to have had a rotating 


Read before the sectional meeting of the Medical Record 
Librarians at the annual meeting of the Ohio Hospital Associa- 
tion in Columbus, Ohio, April 14, 1937. 
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from and about the patient that has to do with 
the present illness; as well as all the past history 
and even any remote information that he is able 
to derive. Naturally, he first secures the confidence 
of the patient before his interrogations, and sub- 
sequently a full confession of the patient’s most 
intimate life from his or her earliest memory is 
spread upon the record, and is usually added 
thereto by the attending physician. 

The patient’s undiagnosed condition necessi- 
tates various examinations which are meaningless 
to the layman’s mind in his desire for any means 
of successfully ending his illness. Perhaps, to 
continue the example, a spinal fluid analysis may 
reveal a dormant or congenital syphilitic condi- 
tion which may not be connected with the patient’s 
present complaint; or, perhaps he may have an 
innocently acquired infection of which he is un- 
aware. After the present complaint has been 
properly diagnosed, treated and eliminated, the 
attending physician may choose, because of cer- 
tain circumstances, to say nothing of the spinal 
fluid finding and its significance. Yet, he will carry 
out a course of anti-luetic treatment so that the 
patient may go on living a happy, healthy life 
without ever knowing that he has had syphilis. 
and thus save him a life of embarrassment. The 
physician here has taken advantage of confidence 
placed in him by pursuing this ethical and not 
infrequent procedure. Yet, the patient knows 
nothing about it, while the record contains all. 
Surely this record is a sacred document and the 
trust given to a physician is a sacred trust. 

This is only an example of various similar cir- 
cumstances that can arise in the treatment of a 
patient without the patient’s mental equilibrium 
being disturbed due to the confidence he has placed 
in the physician. 

The patient’s record is later entrusted to you 
by the physician to file for the benefit of the 
patient, the hospital, the physician, and science. 
The physician, through experience, never doubts 
the trust he places in you. 


When an Insurance Company Requests Permission 
to Review a Hospital Record 


The patient, let us say, makes a full recovery 
from his immediate illness and returns to his home 
and business. His family is held intact because 
no one knows that there has been a controversial 
diagnosis concerning his earlier life. Then comes 
a time for an insurance investigation for some 
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reason or other. The insurance company produces 
a written request from the patient for permission 
to review his hospital record. Herein lies the 
question of the sacred document. This is an in- 
dividual, let us say, of high and unquestionable 
standing in his community who has given some 
non-professional individual written permission to 
review his record, little realizing that it contains 
a full confession of his most intimate and pri- 
vate life which now concerns no one but himself. 
He has also divulged his physical disabilities and 
possibly bared a secret of ancestral illnesses which 
have been transmitted to him. This, of course, 
he knows nothing about. 


Who has a right to this patient’s record? Do 
insurance companies, that may be seeking to in- 
validate a claim, have any right to a complete 
review of this record? A request for a review 
of such records is a very frequent occurrence; 
in fact, so frequent that we are constantly an- 
noyed by its happening. Would you, in other 
words, subject this individual’s unknown, pri- 
vate life to the outside world, acting, actually 
but unwittingly, in the role of a detective for an 
insurance company, or submit it to any other 
investigation ? 


Naturally, the record librarians of any well or- 
ganized and recognized hospital would not do this 
without the added written permission of the at- 
tending physician. I might add that if I had the 
records of such a case in a hospital where the 
individuals’ records were not properly protected, 
I would retrieve such records and destroy them. 
Fortunately, I have never had any such experience 
for the hospitals with which I have been asso- 
ciated have always required, not only the written 
consent of the patient but also the written consent 
of the physician in charge. This then has always 
afforded me the opportunity of giving necessary, 
pertinent information without divulging that 
which is unknown to the patient. 


The Patient Should Be Allowed to Review His Own 
Record Before It Is Used Legally 


Furthermore, it is my practice never to permit 
a layman to review a record for any purpose ex- 
cept where such a record is legally brought into 
court, and in this instance, for obvious reasons, 
the patient is first allowed to review his own rec- 
ord, or is informed of any facts contained therein 
with which he is not acquainted. 


To facilitate matters not only for the patient’s 
protection, as well as others possibly interested, 
and also for my own protection, I give the insur- 
ance companies all pertinent information, which I 
always retain in my office files, and furthermore I 
charge the rate of an office call for this informa- 
tion. In several instances I have, by my reports, 
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successfully protected insurance companies from 
false claims. 


The Patient’s History Has Private Property 
Rights 


It is not that I am concerned whether or not 
an insurance company wants to invalidate a claim 
or cancel their client’s insurance, but I am con- 
cerned with the privileged communication the 
patient has given me and the facts revealed in the 
examination with which the patient is not ac- 
quainted. Likewise, my own opinion at the time 
may have been in error. This then subjects the 
patient to undue criticism and discrimination. 
These are therefore private properties and rights 
of the physician in his relationship with the 
patient which are inscribed upon the records. 


Stop for a moment and reflect. Do you recall 
your last visit to a physician? Or, if you have 
been fortunate enough to escape illness until now, 
consider that you might of necessity consult a 
physician in the future. Would you give him all 
essential facts concerning your entire life if he 
should come into his crowded reception room to 
take your medical history? This may not be as 
true an analogy as the reviewing of your hospital 
record by an investigator. Yet, are you aware of 
the fact that an insurance investigator may sub- 
mit'a record of his findings to a general clearing 
house to which practically all insurance companies 
have access thereto, and these companies are num- 
bered in the hundreds? I ask you, is your record 
now a private record or is it just another record 
which possibly hundreds of clerks may view with- 
out your knowledge, and without you knowing 
what personal, derogatory information that rec- 
ord many contain? 


Yes, of course, the insurance companies have 
ethics and they live up to their ethics. So have 
the attorneys who may review your records; like- 
wise, the statisticians all have a code of ethics 
which they observe; and, so have we our code of 
ethics. Let us live up to ours always. 


The Patient Entrusts His Life to the Physician 
and Hospital for His Own Benefit 


The patient did not come to the hospital for 
the sake of verifying insurance records, or to 
help statisticians, or even to help science. He 
came there for his own physical well being. He 
entrusted his life to an institution and a phy- 
sician. He has delivered by his own word and 
by his submission to examination his body and 
soul to us for assistance. Let us not betray the 
trust we have been given. His record is his per- 
sonal private life. We must treat it in confidence 
as the most personal and valuable asset our 
patient could leave in our hands. Surely, his rec- 
ord is sacred. 
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EDITORIALS 


When Hospitals Are Wise 


During the past month two men and one woman 
have retired after twenty-five years of continuous 
service as superintendents of their hospitals. An- 
other superintendent is celebrating his silver an- 
niversary as medical director of a large metropol- 
itan hospital. These administrators have lived 
useful, happy, and appreciated lives. Their hos- 
pitals have prospered and grown in size and in 
value to their communities. In the instance of the 
lady, her hospital has never known another super- 
intendent. Under her direction this hospital has 
become the medical center of the small city, with 
four modern hospital units and an endowment ap- 
proximating one million dollars. The history of 
these four hospitals and these four administrators 
is repeated in a large number of smaller institu- 
tions and in almost every large and important 
hospital in this country. 


The lesson it teaches is significant. Where a 
hospital has prospered and become a leading in- 
fluence in its community it almost always has 
selected a competent and qualified executive to 
direct its progress. As both develop, they, like 
sculptors, have chipped off the rough corners 
and uneven edges. They have fashioned their 
work into a thing of permanence, of greater value 
and of enduring beauty. The hospital that chooses 
its administrator wisely and keeps him long, 
grows in worth with each succeeding year. The 
hospital that changes its executive frequently, 
seldom develops into an institution to which the 
community gives its unqualified support. 


es Se 


Are People Afraid of Hospitals? 


“The better one knows any hospital, the less 
one is afraid of hospitals in general” says an edi- 
torial in the Washington, D. C., Star. 


It may be admitted that there exists a hospital 
Phobia among many people, a majority of whom 
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have never come in contact with a good hospital 
either as a patient or as a visitor. Many people 
exhibit a reluctance to go to the hospital for ad- 
vised treatment due to an ignorance of the care 
which good hospitals invariably give their pa- 
tients. In spite of our acknowledged advancement 
in everything that goes to make good hospital 
service, that reduces the hazards of illness, and 
safeguards the health of our people, in spite of 
the return of more prosperous times, our hospitals 
are receiving only 48 out of every 107 sick people 
who urgently need hospital care, and who would 
be healed more rapidly and at less expense of 
suffering and anxiety if they received this care 
promptly. The editorial quotes an eminent physi- 
cian as saying “Half our population needs surgi- 
cal attention, but habitually avoids it—until the 


‘last minute.” This is true in even greater pro- 


portion to those who need hospital care. 


The fault lies largely with our hospitals. We 
have neglected and are still neglecting to educate 
our people. We are failing greatly in our duty, 
in not bringing our people to our hospitals, when 
they are well, and showing them the work our 
institutions are doing, as against the time when 
they may come to our hospitals, not as visitors, 
but as patients. 


We should bring our hospitals to the homes of 
our patients more frequently than we do at pres- 
ent, through the written record of the work we 
are doing, by the radio as an ethical and educa- 
tional activity, and by the spoken word to the 
friends and patrons of our institutions. 


The psychology that influences the person in 
his fear of hospitals, may be easily changed to 
one of confidence and trust in the results of hos- 
pital service. The veil of mystery that so often 
surrounds our hospital service should be rolled 
away and in its place the clear vision of courteous 
interest, friendly contact, and devoted service to 
the sick should be brought to the patient and the 
public alike, that they may know their hospitals 
as they really are. 
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The Public Support of Hospitals 


Hospitals, like colleges and universities, are sup- 
ported by the public. The three sources of this 
support and the three ways in which the support 
is given are: 


Taxation - 
Payment for Services Rendered 
Philanthropy 


The public in each analysis pays the cost of 
building hospitals and of operating them after 
they have been built. 


The voluntary hospital is a charitable institu- 
tion, which in addition to caring for indigent part- 
pay or non-pay patients, within the limits of its 
resources, functions as an educational institution 
by making a distinctive contribution to youth edu- 
cation. It is the medical research laboratory in 
which science investigates the prevention, the 
cure, and the control of disease. It has in later 
years developed a worth while sociological serv- 
ice, intimately concerned with the public, before 
and after hospital care has been afforded. 


Philanthropists are interested in hospital char- 
ity, in education, in research, and the welfare ac- 
tivity in which hospitals engage. In the past 
forty years they have contributed to our hospitals 
more than one thousand million dollars in con- 
struction, in operating costs, and in endowments. 
They are giving more as the years pass by and 
they are giving generously in this day. 


They are willing to make their contribution of 
support, in return for the charitable service the 
voluntary hospital gives the public, and to help 
support, encourage, and insure the continuance of 
the hospital’s educational research and sociolog- 
ical effort. They are not only interested in the 
cure of the patient but also in his reconstruction 
physically and economically. 


But philanthropists not already interested in 
hospitals, and there are many of them, want to be 
informed about what hospitals are doing. They 
want to know about the past performance of 
the institutions and about the future program. 
Whether they are stable, permanent institutions, 
and more than all, whether they are charitable in- 
stitutions in fact as well as in name. 


Once informed they become interested, and once 
interested they give their moral and material sup- 
port. For two years past, every legitimate appeal 
which the hospital has made to the public has 
been met adequately with a generosity limited 
only by the individual ability of the community 
to give. 


The hospital is expected to appeal to the public 
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for support, and the public expects to give in an- 
swer to the appeal. When hospitals seeking sup- 
port talk frankly and honestly to the public they 
seldom go away empty handed. 


More new hospitals are being built today than 
at any time in the past fifteen years. More old 
hospitals are being modernized, more additions 
to existing hospitals are being constructed than 
for a decade past. All this is being financed by 
the public, a major part, of course, by taxation, 
but a part larger than formerly by philanthropy. 


The hospitals, in accepting material gifts, ac- 
cept the responsibility of safe-guarding the pur- 
poses for which the gifts are made. They are in 
duty bound to expend the funds economically, to 
surround endowment gifts with every protection 
against loss. They must extend their charity 
service as they find funds for expansion. Above 
all they must keep faith with the giver. 


It is becoming more evident that whatever else 
must be denied, philanthropy will not permit the 
voluntary hospital to fail in its mission or in its 
service, or furthermore to deprive the public of 
its benefits. 


od 


The Hospital Institute 


Groups of people engaged in the same or affili- 
ated lines of endeavor meet informally from time 
to time to learn from each other more about the 
technique of their work; to instruct others of 
their group, whose experience is less than their 
own; to discuss the varied problems that con- 
front them in the discharge of their responsibili- 
ties and to contribute to the great success of the 
unified work in which all- are engaged. Doctors, 
lawyers, bankers, social and political economists, 
and members of different guilds, meet in institutes 
to teach and to be taught. 


Hospital people as much as any other group are 
prone to become provincial, to limit their interest 
in their own large or small institutions and to 
grow complacent with the orderly if not progres- 
sive administration of their own hospitals. In the 
ordinary discharge of their duties to the com- 
munities, they take little time or opportunity to 
see how their colleagues are progressing, or to 
learn what advances are being made in the hos- 
pital world. 


Some five years ago the American Hospital As- 
sociation initiated the Institute movement. With 
the cooperation of the University of Chicago and 
the Chicago Hospital Association, it sponsored the 
first Institute in Chicago. Its purpose was to af- 
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ford an opportunity to hospital administrators and 
executive heads to participate in a refresher 
course in the theory and practice of hospital ad- 
ministration. The work of the Institute was 
divided into three phases, a series of lectures on 
the problems of hospital operation; field work, 
through clinical demonstration of hospital proce- 
dure, held at different hospitals in Chicago’s met- 
ropolitan area; and round table discussions, of an 
informal nature, where the students might bring 
to the group, the questions which from time to 
time confronted them in every day practice. 


The Institutes have been of the largest prac- 
tical value to those who participated in them. 
As students or leaders, they have brought di- 
rectly to the assembly advanced hospital thought, 
from recognized authorities in Canada and the 
United States. The educational value has been 
well established. 


The Institute for 1937 will be better than those 
that have preceded. It will be held as in previous 
years at the University of Chicago for the two 
weeks immediately preceding the Atlantic City 
Convention. The registration this year promises 
to be larger than in previous years. 


The students register from countries all over 
the world. They have come from Australia, 
China, the Philippines, Hawaii, Mexico, Columbia, 
Puerto Rico, South Africa, Egypt and from sev- 
eral countries of Europe. They have brought 
with them new thought and proven principles of 
hospital administration from all over the world. 


The Institute for 1937 will be held August 30 
to September 10. 


es 


Paying for the Care of the Indigent 
Patient 


We will always have the indigent patient in our 
midst. His illness is seldom through fault of his 
own. If he is restored to health speedily through 
prompt hospital care he is more liable to hecome 
a much better citizen and can contribute to his 
own support and the support of his family. He 
may be transformed from a disabled derelict to 
a useful citizen if he can be cured of his ailment. 


The indigent patient is the responsibility of gov- 
ernment as long as ill health prevents him from 
earning a livelihood, but when the government 
fails him, he becomes the responsibility of the 
voluntary hospital, which must give him shelter 
and provide for his care until he is restored to 
health. : 


The non-government hospitals experience a def- 
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icit, not because of extravagance, nor because 
of heavy investments in the equipment needed for 
the diagnosis and treatment of the sick, but be- 
cause they must take care of a large number of 
patients, who need hospitalization but cannot pay 
for it. The question of the patient’s ability to 
pay when he comes to the hospital, seriously ill 
and applies for admission, never prevails. As long 
as the voluntary hospital can keep its doors open, 
care will be given to the needy charity cases. 


States with a broad vision, that look forward 
to the time when the patient will be a productive 
citizen, rather than a continuing burden upon the 
community, and those States that adopt a hu- 
mane policy toward their unfortunates provide 
for the hospital care of the poor in voluntary 
as well as government hospitals, and pay the cost 
of that care. New York, Pennsylvania, Connecti- 
cut, Ohio, Mississippi, West Virginia, and to a 
much less extent some of our western States have 
enacted laws by which these States can reimburse 
both tax-supported and voluntary hospitals for 
the care of the indigent patient. 


The government has in a large measure left the 
burden of the care of the poor patient in the lap 
of philanthropy, and philanthropy has willingly 
borne more than its share of the burden. It 
would be interesting to know how many millions 
of our people contribute of their wealth or their 
slender mite to help the hospitals. 


There is a sound policy that would prove less 
expensive to the tax-payer and more satisfactory 
to every community. Our government, through 
its political subdivisions, could and should insure 
the right of good health and good hospital care 
to every indigent patient when he is ill. The gov- 
ernment would be the gainer, if it provided proper 
care for the indigent sick both in its own hospi- 
tals and in the existing voluntary hospitals, and 
making remuneration based upon the reasonable 
cost of the care given. 


The State would in this degree reinforce com- 
munity effort and assist philanthropy in the sup- 
port which it has so generously extended to hos- 
pitals. It would place proper care within the easy 
reach of every sick person. It would take away 
the sting of charity unwanted, and would bring 
to the patient a sense of comfort and security 
when most needed. It would greatly extend the 
work of all our hospitals, especially our voluntary 
institutions. 


The growing trend in government is toward 
this desired result. The policy is commended to 
the sober thought of the hospital trustee and 
administrator, as well as to the public. 
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The Administration Unit in the General Hospital 


B. EVAN PARRY, F.R.A.I.C., Architect 


Toronto, Canada 


HE march of progress, the awakening of gov- 

ernments to health problems of the people, the 

changing attitude of Boards of Management 
towards hospital work, the increases in the activi- 
ties of the medical school and the larger general 
hospitals, the demand for greater efficiency in hos- 
pital administration, the development of a more 
educated public as to the necessity of prompt and 
efficient hospital treatment, have changed hos- 
pitals from boarding houses for the sick to insti- 
tutions more comparable with business undertak- 
ings. 


Planning for Administration Purposes 


Space planned and equipped for administration 
purposes in co-ordination with the whole struc- 
ture is essential in all hospitals today. However, 
it should never be lost sight of that the adminis- 
tration of the hospital must always meet in the 


first place the needs of the patient, and those re- 


sponsible made fully aware that every unneces- 
sary outlay lessens and does harm to the interests 


of the patients. A most regrettable practice is 
often noted of allowing what is a highly organized 
unit in community life—a hospital—to work itself 
out on the basis of the details within it, and fail 
to conceive or provide any coherent whole into 
which to fit these details. Adequate emphasis 
upon the co-ordination of the details to form a 
whole is very often lacking and the more rapid 
the growth of the hospital the greater the confu- 
sion. Hospital planning must be based on an 
analysis of needs, and with a hospital located in 
north Saskatchewan or in South Carolina this pre- 
cept holds good although the construction may be 
different. The hospital, as any other kind of or- 
ganized activity, demands a certain plan that en- 
sures the most efficient and economical operation. 


OARD ROOM 


ooo 


O qo. 
oO 


AY. E DRS ROOM-G-LIBRARY 














Plan 1 


HOSPITALS 




















‘© ¢ @& & ® 1 


Rs clos-_ 


e.¢@ K&* 


i 




















5 EEPER.: 
D 











FINFORMATION( 
| A 





























P 
































i 


(et= 






































vesyiBuly 








er 





PRECEPTIO 
~ROOM: 


CASE 
‘iene 


LS SsThFs é Lipa 





W.C. 









































thea. 


Plan 2 


Apropos of which the industrialist secures co-re- 
lated data pertaining to the industry to be fol- 
lowed before proceeding with a new plant, so in 
like manner must those interested in a new hos- 
pital plant fully appreciate the “why” of the plan. 


The Administration Unit of the Small Hospital 


The administration unit of the small hospital is 
vastly different from that of the large hospital. 
The activities of the personnel in the case of the 
small hospital are most varied and many-sided. 
In fact, adaptability for working in the patients’ 
units and administration offices in most cases is a 
sine qua non. It is this very condition of tech- 
nique which renders the layman, who is hypno- 
tized by the larger hospital, unsuitable to deter- 
mine what accommodation should be provided and 
what should not be included in the scheme. Of 
course the needs of the small hospital are as 
varied as those of its big sister in the city, but it 
lacks patients and the trained personnel to use it. 
In other words, the administration unit must be 
planned for its own particular needs. Distel of 
Germany, in his analysis of areas, says that over 
a coverage of 21 hospitals, 3.5 per cent of gross 
area is occupied for administration purposes. This 
computation is not far out for hospitals on the 
American continent. Erickson has facetiously re- 
ferred to the different species of entrances and 
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administration units of hospitals to be found here, 
there and everywhere as of “the cattle chute,” 
“the chute humanized,” “rush-’em-in,” and the 
“step-in” types. His point is well taken, since 
most of us are conversant with the confusion 
caused by the wretched hotch-potch planning 
where emergency cases, visitors, business offices, 
and patients become all jumbled up together. Ex- 
cuse for which there is none. 


The King’s Hospital, Louisburg, Nova Scotia, 
built two centuries ago, is a splendid example of 
the simplicity of those days. Shades of Goldwater 
would be much perturbed if time were set back 
to those days. Nevertheless the point is that the 
plan fitted the needs of that period, which in many 
cases cannot be said of our hospitals of today. 
Of course, it is not to be supposed that the name 
sign devices to be seen on the desk of every office 
worker in the hospital today obtained in the year 
1725, but 1937 is not the Eighteenth Century. 


The Hospital of Tomorrow 


Oud of Holland visualizes the hospital of to- 
morrow as expressive of rationalism, utilitarian- 
ism, and the needs of order, of light, and of har- 
mony. There is no good reason why we should 
wait for tomorrow, since today new techniques in 
design and construction are being used, such as 
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purity of lines and sincerity of forms. Materials 
and their application are not complicated, with 
very good results. Sancho Panza was no fool 
when he said, “I come from my own vineyard—I 
know nothing.” An honesty of incomprehension 
which he never sought to cloud with abuse of what 
was new. The Masonic Hospital recently com- 
pleted in London, England, has an administration 
unit which is functional in atmosphere, devoid of 
waste and complicity and demonstrates in no small 
measure what simplicity in plan and design means 
today. Those who propose attending the Inter- 
national Hospital Congress to be held in Paris 
next July should take the opportunity of seeing 
this work of Sir John Burnet, Tait, and Lorne, 
and particularly note that the superintendent’s 
office is not in an obscure place. 


While on the point of modernism in hospital 
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architecture, it is most interesting to observe that 
stainless steel chromium mouldings inserted as 
horizontal bands in the scheme of treatment are 
being used in the entrance halls, foyers, board 
rooms and reception rooms, giving a striking dec- 
orative moderne effect. The same remark applies 
to a glass product mounted on extensible cloth 
which will bend both ways and can be used to 
cover concave as well as convex surfaces. Further 
the walls of information offices, doctors’ rooms 
and other units are being finished with cork in 
squares and the surfaces cellulosed, thereby mak- 
ing provision for the display of notices or bul- 
letins. 
Hospital Libraries 


In hospital libraries of today can be seen color 
schemes unheard of a few years ago. For in- 
stance, the bookcases are enameled a pleasant 
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blue on the outside and yellow on the inside, with 
mouldings finished in silver bronze. Cork is being 
used for the floors, laid in slabs in two shades, 
and the tables finished in silver-grey color with 
linoleum tops to match the color of the bookcases ; 
the chairs are upholstered in cream leather. Truly 
a symphony in color and in consequence of thera- 
peutic value. 
Board Rooms 


The board rooms of the modern hospital are 
the very antithesis of those of the past so ably 
described by Raymond P. Sloan. The walls of 
these new rooms are being lined with leather laid 
in squares. A case in point is where the color of 
the leather on the walls is pale fawn, the wood 
trims and doors being finished in harmony. The 
board table has a light olive green leather top, the 
carpet is a pale brick color, and the chairs up- 
holstered in tan moquette streaked with terra 
cotta, the drapes to the windows of olive green; 
a perfect ensemble. 


Harking back to libraries, it was David Gray- 
son, in his book “Solitude,” who said that when 
he himself was in the hospital everything was 
taken from him except his mind, but that his 
mind could be kept employed by reading books 
which would help him escape from his troubles. 
Books in the hospital undoubtedly have a thera- 
peutic value and the increase of libraries in hos- 
pitals confirms this. 


One often finds the medical library correlated 
with the record library, which practice minimizes 
the duplication of work and secures economy of 
time in the various parts of the day’s routine. 
Perhaps one of the outstanding advantages of 
such an arrangement is that the physician may 
compare the literature with hospital cases. 


The fundamental aim of a hospital library is to 
help to return to society men and women who can 
function economically, socially and educationally, 
and in order to do this a certain organization, a 
definite technique and accommodation to function 
must be provided. Hence the library. 


Legends of Plans 


Plan of administration unit of a 40-bed hos- 
pital. The out-patient and emergency unit 
have a separate entrance. The accommodation 
has been reduced to the minimum without sac- 
rificing efficiency. 


Administration unit with case records contigu- 
ous to library, thereby promoting economy in 
personnel. The office accommodation is suffi- 
cient for this 40-bed hospital. 


This unit is a part of the private patients’ pa- 
vilion but with administration offices for the 
complete hospital of 500-bed capacity. The 
staff rooms are located in the older portion of 
the hospital. 


The plan of this unit may be taken as approxi- 
mating the ideal for a hospital of 500 beds. 
It will be noted that co-ordination is the prin- 
cipal feature of the plan. 


Superintendents may be inclined to criticize 
the location of the superintendent’s office in 
this plan. Nevertheless there is not the same 
objection as there would be if the hospital was 
situated in a densely populated city, with a 
constant flow of visitor traffic. 


For a 600-bed hospital this administration 
unit is complete and provides the necessary ac- 
commodation for the various activities indi- 
cated. The introduction of inner courts is 
rather unusual, nevertheless by this arrange- 
ment ample light and natural ventilation are 
afforded which otherwise would not be the 
case. 


A formal layout is indicated in this plan for 
the administration unit and is included in a 
hospital of 600 bed capacity. In this hospital 
ample provision is made for the staff of the 
training school and located in proximity to the 
office of the superintendent which latter office 
is away from the main entrance and there- 
fore less liable to unnecessary interruptions. 





A Practical and Useful Publication 


A volume of unusual merit came across the 
editor’s desk during the month. It is a new de- 
parture in the preparation of information for the 
use of hospital people of items of supplies and 
equipment which they are constantly purchasing 
and using. The articles of equipment are illus- 
trated generally in colors, which with well organ- 
ized descriptive information makes the entire vol- 
ume one of the best reference works for the pur- 
chasing department that we have ever seen. 
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The volume is bound with a new type of ring 
binding for easy reference. It is distinctly artis- 
tic in its make-up, and practical in the informa- 
tion which it contains. Its quality and its general 
appearance, as well as its utility, are typical of 
the merchandise which this commercial concern 
purveys. 


The book is the work of the American Hospital 
Supply Corporation and is a valuable addition to 
the library of the purchasing department of our 
hospitals. 
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Medical Care and Hospitalization for the 
Recipients of Old-Age Assistance 


A. E. HARDGROVE 
Chicago, Illinois 


passed by Congress and approved by the Presi- 

dent on August 14, 1935, provides for federal 
grants to the states for the administration of pub- 
lic assistance to the needy aged. The states make 
and administer their own plans which must con- 
form to certain standards of the Act and which 
must be approved by the Federal Social Security 
Board before Federal aid is extended. 


Toss I of the Federal Social Security Act, 


To be approved, a state plan must provide that 
the program shall be effective in all political sub- 
divisions of the state; that the state, as dis- 
tinguished from its local subdivisions, bear some 
part of the cost; that the state agency either ad- 
minister the plan or supervise its administration 
by local agencies; and that an opportunity for a 
fair hearing be guaranteed one whose application 
for assistance is denied. 


Standards of Eligibility 


The standards regarding eligibility are as fol- 
lows: Age limit of not more than sixty-five years 
(although seventy years is allowable up to 1940) ; 
may not exclude anyone who has lived in state for 
five of the past nine years, and for one year prior 
to making application; and may not exclude any 
citizen of the United States. Furthermore, assist- 
ance paid from federal funds must be in cash, and 
federal funds may not be used for payments to 
inmates of public institutions. 


The Federal Government Makes Grant 
to the State 


Within these requirements state plans may, and 
frequently do, vary considerably in order to meet 
local needs and conditions. The states are other- 
wise free to set up their administrative procedure, 
establish basis of need and eligibility require- 
ments, determine the number in need of assist- 
ance, and the amount of money available from 
state and local sources. After a state plan is ap- 
proved, the Federal Government makes grants 
to the state, payable quarterly, equal to one-half 
of the state’s total assistance payments, in cash, 
to individuals up to the Federal maximum of $30 
per month to each recipient. 


In addition to paying this one-half of the state’s 
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expenditures, the Federal Government makes a 
supplementary grant of five per cent, which the 
state may apply to administrative expense, to as- 
sistance payments, or to both. 


States Which Have Approved Plans of 
Old-Age Assistance 


As of March 20, 1937, forty-two states—includ- 
ing the District of Columbia—had approved plans 
for old-age assistance. From February, 1936, 
when Federal funds first became available, to 
February 15, 1937, Federal grants for old-age as- 
sistance amounted to $112,234,952.54. 


These payments covered 1,222,300 aged. Plans 
have been passed but are not yet in operation in 
Arizona, Kansas, North Carolina and Tennessee. 
No action has been taken, as yet, in Georgia, South 
Carolina, and Virginia. 


Medical and Hospital Care Must Come Out 
of State Funds 


As stated previously, the Federal Government 
in making a grant to a state only matches such 
portion of the state’s expenditure for old-age as- 
sistance as was given in cash payments directly 
to the recipient. Therefore, no federal funds can 
be used for payment of medical fees or institu- 
tional care, except such as the recipient himself 
might pay from the amount of assistance re- 
ceived by him. Should the state or local adminis- 
trating agency pay the doctor or hospital directly 
for the care of a needy aged recipient, then this 
must come entirely from state or local funds. 


In discussing this feature with one of the fed- 
eral directors of public assistance, he stated that 
this provision was not directed against medical 
care and hospitalization but to keep local agencies 
from giving out a basket and calling it “relief ;” 
and to keep assistance on a cash basis for purposes 
of matching funds. However, payments to a phy- 
sician or to a hospital would still have been on a 
cash basis and would not have affected the matter 
of direct relief to the recipient. While the Federal 
Government has in the past permitted the use of 
Federal funds for medical care in the homes, the 
fact remains that it has never permitted the use 
of relief funds for hospitalization. This official 
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went on to say, however, that it was the policy of 
the Department to encourage states to provide, 
in addition to the cash payments, for other nec- 
_ essary relief such as medical care and hospitaliza- 
tion for the benefit of their recipients and that the 
department was very sympathetic to any plans 
wherein the states make such a provision. 


Analysis of Present Status of Operation in the 
Various States 


In preparing this paper, a questionnaire was 
sent to the state directors of plans for old-age 
assistance, requesting information as to: (1) 
What provision now exists for extension of medi- 
cal care to recipients of old-age assistance; (2) 
Is anything further being contemplated; (3) What 
provision exists for hospital care; (4) Is anything 
further being contemplated; (5) What restric- 
tions, if any, are there in the use of assistance, 
received by the recipient, for medical care or hos- 
pitalization; (6) The average award for 1936; 
and (7) The maximum award allowable. 


The following is a resumé of the replies re- 
ceived: 


Alabama—Plan approved December 31, 1935. Un- 
able to obtain information regarding its opera- 
tion. Average paid for February, 1937, $10.46. 


Arizona—Plan just passed, effective July 1, 1937. 
Responsibility has been up to local authorities. 
Law states that recipient is ineligible for other 
aid except temporary medical and surgical care. 
Maximum $30 per month. 


Arkansas—Assistance grants limited to cash pay- 
ments. Has passed supplementary act provid- 
ing for hospitalization and medical care for all 
indigent persons. Income of indigent person 
must not exceed $30 per month. Total expense 
for medical service and hospitalization may not 
exceed $50 to any one person; hospitalization 
limited to 21 days, with an extension of 30 addi- 
tional days allowable. Hospital rate may not 
exceed $2.50 per day, with extra allowance for 
special serums, biologicals, ampules, or ortho- 
pedic appliances. Act became effective Febru- 
ary 22, 1937, and $200,000 was appropriated 
for the years 1937 and 1938. Hospitalization 
and medical care provisions will be put into 
operation July 1, 1937, and are under control 
of County Welfare Director. Act states pref- 
erence should be given to children and expect- 
ant mothers. 


California—Assistant grants limited to cash. Un- 
der present statutes, medical care and hospi- 
talization are the responsibility of the county, 
each county having its organization for the 
care of the needy, including the aged. Recipi- 


ent may receive temporary medical and surgi- 
cal care in addition to assistance, and grant is 
usually continued for about 30 days. Maximum 
award $35; average $31.56. 


Colorado—Temporary medical care and hospitali- 
zation may be given in addition to assistance. 
County departments of welfare are responsible 
and either county or special state funds may be 
used for this purpose. Assistance continued 
according to need for other purposes. Maxi- 
mum award $30; average $22.40. 


Connecticut—No provision for either medical or 
hospital care. Award paid for four weeks if 
hospitalized; no restriction as to its use for hos- 
pitalization. There is a previous provision for 
state aid of Connecticut hospitals. Maximum 
award $7 per week; average $6 per week. 


Delaware — Reply states that medical care and 
hospitalization are dependent upon charity ser- 
‘ vices in hospitals and free clinics. Pension paid 
while in hospital and may be used for hospi- 
talization or other expense as necessary. De- 
partment has afforded treatment in extreme 
emergency. Maximum award $25; average 
$10.30. 


District of Columbia — Assistance includes aid, 
care, and support. Medical care is given in clin- 
ics, free hospital care is available at Gallinger 
Hospital. When in hospital, grant is reduced 
to out-of-hospital expense. No maximum; high- 
est allowed to date $40; average $25. 


Florida—Medical care and hospitalization may be 
provided in addition to award. Extra award is 
occasionally granted, and some counties make 
additional provisions. In the regulations under 
“Medical Care,” it is noted: “At this time, only 
a small amount may be considered. In case of 
serious illness, local resources should be uti- 
lized.” Maximum award $30; average $11. 


Georgia—Legislature has not passed a plan as 
yet. 


Idaho—Assistance may include medical care and 
hospitalization, but under present conditions, 
they are the responsibility of the county com- 
missioners. Commissioners care for recipients 
in county hospitals if available, or otherwise 
on a contract basis. Award cannot be used for 
hospitalization. Maximum award $30; average 
23.32. 


Illinois—Budget may include allowance for medi- 
cal care within the maximum limit of $30 per 
month. Above $30 limit, recipient becomes the 
responsibility of other relief agencies. No gen- 
eral provisions for additional care — such as 
medical care or hospitalization—these may be 
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extended from other state relief or local funds. 
Informed that in Cook County, the voluntary 
hospitals and their clinics are assuming the 
burdens. Award may be applied on hospital 
bill. Maximum award $30; Cook County aver- 
age $20.83. 


Indiana—Recipient may receive medical care and 
hospitalization in addition to award. Both are 
the responsibility of township trustees, al- 
though allowance for medical incidentals or 
medical care may be included in budget within 
maximum limit. Award may be used for hos- 
pitalization. Township trustees may either pay 
full amount of hospitalization or make up any 
existing deficiency. Maximum $30 per month; 
average $15. 


Iowa—Medical care and hospitalization may be 
provided in addition to award and are the re- 
sponsibility of the county. Award stopped when 
in public hospital, but may be continued and 
used for payment to a voluntary hospital. Maxi- 
mum $25; average 1936, $14.50; expected av- 
erage 1937, $19. 


Kansas—Legislation passed April 1. Medical care 
and hospitalization has been responsibility of 
county, but, under new law, assistance includes 
medicines and institutional care. No maximum 
fixed. 


Kentucky—Plan approved August 7, 1936. Un- 
able to obtain information. 


Louisiana—Plan approved August 7, 1936. Un- 
able to obtain information. A supplementary 
act was passed in 1936, appropriating $325,000 
each year for 1937 and 1938, for hospitaliza- 
tion of the indigent, except crippled children 
which are otherwise provided for. Disposal of 
funds is placed under state Hospital Board. No 
report received as to results of this program. 


Maine—Plan approved December 31, 1935. No 
information received. 


Maryland—Medical care and hospitalization al- 
lowable in addition to award. Budget of rea- 
sonably healthy person may include $1 to $2 
for medical care, or a higher allowance for the 
chronic ill. Emergency medical bills, in addi- 
tion, recognized at times. State of Maryland 
grants $500,000 in state aid to hospitals and ex- 
pects it to include hospitalization of recipients 
of old-age assistance. Award may be used for 
payment to hospital and is in some cases. Maxi- 
mum $30; average $17. 


Massachusetts—Plan approved March 31, 1936. 
Uuable to obtain information. 


Michigan—No specific provision for medical care 
or hospitalization. Special medicines—such as 


June, 1937 


insulin—may be included in budget. Other 
medical care and _ hospitalization may be 
cared for by emergency relief or by county or 
township officers. New bill now before legis- 
lature that, if passed, would provide medical, 
dental, nursing, and hospital care, centralized 
in county welfare unit. Award may be continued 
while recipient is in hospital and used to pay 
hospital. Maximum $30 per month; average 
$16. 


Minnesota—May receive medical care and hospi- 
talization in addition to award. No specific pro- 
vision for either. May be handled by township 
or county, emergency medical care and hospi- 
talization being the responsibility of local re- 
lief authorities. Maximum $30 per month; av- 
erage $19.06. 


Mississippi—Reply states that the only provision 
for medical care or hospitalization is through 
charity hospitals. There is, however, a supple- 
mentary act placing the hospitalization of the 
indigent under a state hospital board. A maxi- 
mum of $2.50 per day is paid to approved hospi- 
tals, plus operating room fees. $500,000 appro- 
priated for 1937 and 1938. Award may be con- 
tinued for one month if recipient is in hospital. 
Maximum award $15-per month; average $3.96. 


Missouri—May receive medical care and hospitali- 
zation in addition to award. Only large cities 
provide additional service. Award may be con- 
tinued while in hospital, discontinued after one 
month in infirmary. Maximum award $30; av- 
erage $11.43. 


Montana—Medical care and hospitalization may 
be given by county welfare boards in addition 
to award. Counties are required to provide for 
a definite tax levy for this purpose. Award 
may also be used for hospitalization and may 
be increased for this purpose. Maximum award 
$30; average $21.40. 


Nebraska—Medical care and hospitalization may 
be given in addition to award. Award discon- 
tinued if in public hospital. Now responsibility 
of county and paid from county funds, but new 
legislation is anticipated broadening the extent 
of medical care and hospitalization. Maximum 
award $30; average $17. 


Nevada—Old-age assistance act just approved in 
March. Not yet in operation. Calls for a 
monthly award compatible with decency needs 
and health, so that monthly income shall be not 
less than $30. 


New Hampshire—Medical care and hospitaliza- 
tion may be given in addition to award. Respon- 
sibility of county boards. Requires that any 
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excess of award over living expenses go to re- 
imbursement of hospital. Maximum award $30; 
average $21.18. 


New Jersey—Allowance is made for medical care 
in budget; has been as high as $3.75 per month. 
Hospitals receive state aid and are expected to 
care for recipients without further reimburse- 
ment. Also hospital clinics are utilized as much 
as possible. Award, except as needed for out- 
of-hospital expense is discontinued while re- 
cipient is in hospital. Maximum $30 per month; 
average $15.93. 


New Mexico—Plan approved March 2, 1936. Un- 
able to obtain information. 


New York—Medical care and hospitalization defi- 
nitely included as part of assistance. Medical 
care may be included in budget, but in most 
instances that and hospital care are supple- 
mentary grants upon special authorization. 
Payment is made direct to doctor and to hospi- 
tal. Pension may be continued for one month. 
Hospitalization limited to ninety days, then be- 
comes public expense. Probably the best plan 
now operating where medical care, hospitaliza- 
tion, and assistance are covered together. No 
maximum limit on award; average $22.64. 


North Carolina—Law becomes effective July 1. No 
provision for medical care and hospitalization. 
Counties now are responsible for providing 
medical care to indigents, the state probably 
will continue to include recipients under this 
provision. Medical care will be given serious 
consideration in drafting of regulations. Maxi- 
mum award $30. 


North Dakota—Medical care and hospitalization 
may be in addition to award. Only small amount 
of medicines included in award; other care is 
responsibility of the counties. Award may be 
used for reimbursement of hospital. Maximum 
award $30; average $15.48. 


Ohio—Provision exists in law for paying private 
institutions out of the aid to which the recipient 
is entitled, but never has been applied to hos- 
pitalization. No provision for medical care. 
Both are responsibility of municipal and town- 
ship officials. Ohio Hospital Association intro- 
duced a bill which would have paid for acute 
hospitalization, not to exceed ninety-days, from 
state funds. This passed the Senate but failed 
to receive action in the House. Maximum award 
$30; average approximately $25.00. 


Oklahoma—Law provides only for money grants. 
No provision for medical care or hospitaliza- 
tion. Maximum award $30; average $14.80. 


Oregon—Medical care and hospitalization must 
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be cared for within the $30 per month limit; 
otherwise from general relief funds. Thirteen 
counties have salaried physicians. Public hos- 
pitals used where possible; otherwise private. 
No restrictions on use of award for reimburse- 
ment of hospitals. Maximum award $30; av- 
erage $21.11. 


Pennsylvania—No provision in law for medical 
care or hospitalization. Now under considera- 
tion of legislature. Award budgets only for 
out-of-hospital expense when recipient is hos- 
pitalized. Hospitals receive state aid which now 
is expected to include care of old-age recipients. 
Provision in law whereby medical care and hos- 
pitalization could be given in addition to award, 
not to exceed, however, the maximum of $30 
per month; average $21.40. 


Rhode Island—No provision for medical or hos- 
pital care. Now being considered. Recipient 
is allowed grant for one month while in hospi- 
tal. States that aid may be granted in excess of 
maximum in exceptional cases. Maximum $30; 
average $17.42. 


South Carolina—No act has as yet been passed 
by the legislature. Now under consideration. 


South Dakota—Temporary medical and hospital 
care may be given in addition to award. Only 
‘minor medical expense included in award; ma- 
jor expense is the responsibility of local au- 
thorities. Award is continued while in hospital. 
Maximum award $30; average $20.79. 


Tennessee—Legislation just passed. Copy of bill 
not yet received. 


Texas—Assistance may be granted while tempo- 
rarily in a private institution. Ne provision for 
medical care or hospitalization and none con- 
templated. Award continued while recipient is 
in hospital and may be used to reimburse hos- 
pital. Maximum award $30; average $15.16. 


Utah—Law permits welfare boards to grant as- 
sistance in excess of maximum for medical care, 
hospitalization, special diets, and medicines. 
Medical care and hospitalization at present are 
responsibility of county commissioners. No re- 
strictions as to payment of award while in hos- 
pital. Maximum award $30; average $20.19. 


Vermont—Medical care and hospitalization is en- 
tirely the responsibility of local authorities; no 
provision in state act. Award may be continued 
while recipient is in hospital. Maximum award 
$30; average $13.50. 


Virginia—No state old-age assistance act. State 
aid is being given counties for public assistance, 
including needy aged. Medical care granted in 


HOSPITALS 





individual cases from this fund. No general 
policy. 


Washington—Under new law, effective April 1, 
1937, State is assuming responsibility for medi- 
cal, dental, and hospital care of needy aged. 
Medical and Dental Societies are drafting plans 
and fee schedules. Hospital care to be accord- 
ing to rates for workmen’s compensation cases. 
Maximum award $30; average $20.50. 


West Virginia — Recipient may receive medical 
and hospital care in addition to award, both to 
be paid from county relief fund. A _ supple- 
mentary act was passed making county coun- 
cils responsible for extension of all aid, other 
than cash award, including medical care and 
hospitalization. State Medisal Society and State 
Hospital Association have cooperated with 
State in drawing up uniform fee schedules for 
both medical care and hospitalization. Plan is 
now in operation. Maximum award $30. 


Wisconsin—Chronic and routine medical care in- 
cluded in budget. Emergency medical care ex- 
tended through relief sources according to 
agreement with county medical societies. Court 
has ruled hospital care cannot be included in 
monthly award; must be fixed by court as a 
supplementary award. State and county hos- 
pitals are used where possible, as per agree- 
ment. Reply states that municipal and private 
hospitals have been cooperative in granting spe- 
cial rates. Maximum award $30; average 
$18.01. 


Wyoming—Public Welfare Act of 1937 places re- 
sponsibility for medical, dental, and hospital 
care on county, requiring that counties have a 
special levy for this purpose. County hospitals 
used where possible; otherwise contracts are 
made with private hospitals at a rate of from 
$2 to $3.50 per day. Most counties employ phy- 
sicians who also approve hospitalization. Award 
continued for six weeks when recipient is hos- 
pitalized, and it is usually required to be ap- 
plied on hospital bill. Maximum award $30; 
average $21.27. 


From the foregoing, it would appear that the 
following states have effected specific provisions 
for the medical care and hospitalization of recipi- 
ents of old-age assistance (some states including 
other classes of indigents as well) on a uniform 
basis: Arkansas, Mississippi, Montana, New 
York, Washington, Wisconsin, and West Virginia. 
Kansas states that its plan places medical and in- 
stitutional care under the state, but the plan is not 
operative as yet. 


The following states have some form of state 
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aid for hospitals and expect the care of recipients 
of old-age assistance to be cared for thereby: Con- 
necticut, Louisiana, Maryland, New Jersey, and 
Pennsylvania. 


The District of Columbia is provided with a 
charity hospital and utilizies charity services for 
the care of its recipients. 


The following states place the entire responsi- 
bility on local authorities; as the county, town- 
ship, or city; and how well these political bodies 
fulfill this responsibility, undoubtedly is open to 
question: Arizona, California, Colorado, Florida, 
Idaho, Indiana, Iowa, Michigan, Minnesota, Mis- 
souri, Nebraska, New Hampshire, North Caro- 
lina, North Dakota, Ohio, Oregon, South Dakota, 
and Utah. 


Probably the other states also delegate this re- 
sponsibility to local authorities but neglected to 
make a statement to that effect. 


A Model Bill for the Inclusion of Hospital Benefits 
for the Aged 


Shortly after the first of the year, the Legisla- 
tive Committee of the American Hospital Associa- 
tion drafted a model bill that could be used as a 
basis for an amendment to the old-age assistance 
law of any state, and which would make the state 
responsible for affording acute hospitalization— 
not to exceed 90 days—to its recipients in need of 
such care, payment to be made from the state fund 
either through the state or through the county 
unit, according to the procedure in effect in each 
state plan. Either the suggested bill was received 
by the state associations too late, or these associa- 
tions were already engaged in other legislative 
activity, so that the only state which has actively 
sought its adoption has been Ohio. Other state 
associations have signified their intention of at- 
tempting to secure passage of such a law at the 
next session of their legislatures. 


Should hospital service plans be organized in 
state units as has been done in Alabama and North 
Carolina and as is being contemplated in other 
states, these should furnish an ideal way for a 
state to budget its hospitalization for the needy 
aged. A rate commensurate with the risk might 
have to be worked out, but it would afford a ready 
way for the state to provide acute hospital serv- 
ices to its recipients. 


Apparently much remains to be done before 
we can say that the recipients of old-age assist- 
ance, or the recipients of other public assistance, 
are being as adequately cared for in relation to 
their medical and hospital needs as they are for 
their other physical needs. 
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Necropsies 


H. S. STALKER, M.D., Assistant Superintendent 


Vancouver General Hospital, Vancouver, Canada 


hospital to secure necropsies on patients who 

have passed away within its walls. One might 
say that the hospital’s obligation towards its pa- 
tients is not completed if necropsies are not per- 
formed on as large a percentage as possible of the 
cases dying within the institution. This obliga- 
tion is one of the greatest safeguards possible for 
the community, as well as being an aid to work 
performed by the hospital staff. There is no bet- 
ter method of post-graduate instruction than to 
study a case clinically, follow it to necropsy, and 
see the findings in relation to the clinical history 
and physical examination. For those who have 
not seen the patient, a demonstration of the his- 
tory and the necropsy findings is a good substitute. 


[ IS generally regarded as the duty of a modern 


Clinicians are liable to get into the habit of not 
realizing their limitations in history-taking and 
diagnosis if their cases are not necropsied, and 
a man who has had his failure demonstrated to 
him in one case, is going to be careful that there 
will be no repetition of the error. Lacking necrop- 
sies, there are many cases, the exact nature of 
which remains unsolved. These examinations 
often show that apparently simple cases are not 
what they appear. Aside from their value as re- 
lated to curative medicine, they have a distinct 
contribution to make to preventive medicine and 
public health. There is no worthy substitute for 
this method of acquiring medical knowledge. 


Specific Advantages of Necropsies 


Let us consider some of the specific advantages 
that are gained by the performance of these ex- 
aminations. The benefit derived is, of course, not 
great in any one case; but if a doctor attends 
one post-mortem on a case of his own, he will 
certainly want to attend another, and gradually 
will find that his pathology, instead of being for- 
gotten, is constantly being refreshed. The same 
will automatically apply to his clinical knowledge 
and methods. It is a fact that clinicians, once 
having been used to having necropsies performed 
when possible, become very definite in their desire 
that an examination be performed in every case. 
There is no place where one sees a freer mingling 
of the senior and junior professional staff, to- 
gether with senior and junior interns, than in the 
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necropsy room, nor where one hears a freer clin- 
ical discussion or expression of opinion. It is 
quite safe to say that many of the best clinics take 
place around the necropsy table. A post-mortem 
conducted where only the attending physician and 
pathologist are present is undoubtedly of value, 
but the result is too limited. The modern hospital 
has an intern staff composed of young graduate 
doctors who may gain a great deal of experience 
and knowledge by attendance at necropsies. In- 
struction given to them in this way is invaluable. 
It should be so arranged that they are notified of 
the performance of necropsies and encouraged to 
attend. 


It is generally conceded that an internship in a 
hospital where few or no post-mortems are held 
is almost bound to be poor. This fact is recog- 
nized to such an extent that many medical schools 
prohibit their students from interning in hospitals 
where the percentage of necropsies is low. The 
American Medical Association and the Canadian 
Hospital Council will not approve a hospital for 
internship where the percentage of post-mortems 
is below 15 per cent. In my opinion, this figure 
should be raised to at least 25 per cent, because I 
feel that this figure represents so much in denot- 
ing the class of professional work in the hospital; 
in fact, one can almost estimate the professional 
efficiency of a hospital by its percentage of 
necropsies. 


The correct completion of the hospital record 
of a deceased patient can only be done with the 
aid of the post-mortem findings, together with the 
cause of death—and by the cause of death I mean 
“the disease present at the time of death which 
initiated the train of events leading thereto, and 
not the mere secondary or immediate cause or 
the terminal condition or mode of death.” That 
the cause of death would be incorrectly recorded, 
in a considerable number of cases, without the 
performance of a necropsy, can be amply illus- 
trated by perusing the files of any hospital and 
examining the last 100 cases in which necropsies 
were performed. Invariably one would find that 
a number of corrections had been made, subse- 
quent to necropsy. For the completion of the 
death certificate and of insurance certificates, data 
so obtained can be taken as correct and used in 
the compilation of statistics. The relatives and 
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family of the deceased can be given a true picture 
of the conditions present and informed definitely 
as to the presence or absence of cancer, tuber- 
culosis, syphilis, etc. 


One of the outstanding benefits from these ex- 
aminations is the pathological museum that forms 
a part of the laboratory of the modern hospital. 
Typical and interesting specimens of various con- 
ditions may be kept for years, and when the case 
histories are properly prepared and made easily 
available, medical students, interns, and medical 
men gain a large part of their medical education 
from this source. At staff conferences, when the 
professional work of the institution is under re- 
view, or particularly interesting cases are being 
presented, one can realize that the presentation 
cannot be completely satisfactory without the 
necropsy report and final summing up by the 
pathologist. 


As an aid to the hospital administrator, the im- 
portance of the necropsy cannot be overempha- 
sized as an aid in deciding those practicing in the 
hospital who may be insufficiently skillful or 
poorly trained, and when considered together with 
the type of clinical and operative work a man may 
be doing, it assists the executive officer and the 
Staff Qualifications Committee in their criticisms 
and actions. Generally speaking, one can say that 
the performance of a large percentage of necrop- 
sies is one of the later steps taken by the staff or 
administration of any hospital when reviewing 
and improving their clinical work and that, when 
accomplished, the community can be assured that 
their hospital is doing good work. 


Securing Permission for Necropsies 


Having cited some of the reasons why necrop- 
sies are of value, and some of the specific benefits 
to be derived, let us consider how to go about 
securing permission for these examinations. From 
experience, I find three essentials—first, coopera- 
tion of the doctors using the hospital; second, co- 
operation of the undertakers; third, selection of a 
suitable individual to interview friends and rela- 
tives of deceased patients. It is an amazing and 
indisputable fact that many doctors unused to the 
routine performance of necropsies, do not consider 
them necessary, and will so inform friends and 
relatives of deceased patients. It is easy to real- 
ize that, with the attending doctor talking in such 
a manner, permission may be very difficult to ob- 
tain. Fortunately this can generally be readily 
overcome by taking the question up with the doc- 
tors individually, as occasion arises, and asking 
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them, in future, to try to prepare the way for the 
hospital to obtain consent. I have noticed, with 
respect to the medical profession, that doctors and 
their families, although professing to believe in 
the principle of doing necropsies are, as a rule, 
loathe to grant permission for a necropsy on mem- 
bers of their immediate family, and the same is 
true with respect to the nursing profession. 


With the undertakers, the situation is not quite 
so simple. There are several reasons why under- 
takers do not approve of necropsies—and very 
good reasons. For example, some pathologists are 
not careful about properly ligating the vessels to 
the head, neck, and arms, and frequently the mid- 
line incision is carried so high that it may be diffi- 
cult to hide, especially in women. This makes the 
preparation of the body a much more difficult 
task. Also, hospitals and doctors are prone to de- 
lay the necropsy until everyone interested can 
attend, frequently forgetting that the undertaker 
may be trying to get the body prepared by a cer- 
tain time. To gain the cooperation of the under- 
takers, these difficulties must be corrected. 
Necropsies must be performed as early as possi- 
ble after permission is obtained, and the midline 
incision should not extend upwards more than 
midway in the sternum. Proper attention should 
be given to the ligation of the vessels to the head 
and neck. In addition, if the hospital concerned 
will go to the trouble of arranging for the death 
certificate to be left in the hospital morgue, prop- 
erly completed, so that it can be obtained when 
the body is removed, I think the majority of the 
difficulties with the undertakers will disappear. 
This can be done in two or three ways: 


1. The permission of the Health Officer of the 
state or province may be obtained so that a mem- 
ber of the administrative staff of the institution 
may sign the death certificate for all cases dying 
within that institution. This is, by far, the most 
successful and workable plan. 


2. Failing that, make it the duty of one of the 
administrative officers to obtain the signed certifi- 
cate from the attending doctor when he visits the 
hospital the morning after the death of the 
patient. 


When the above suggestions become a fact, I 
feel that the undertakers, in place of objecting to 
necropsies, will lend their support in obtaining 
them, and experience has shown that their sup- 
port is of great benefit. The undertaker is very 
frequently the first contact that the patient’s 
friends or relatives make after the death, and the 
slightest suggestion on the part of the under- 
taker at that time that the relatives refuse a 
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necropsy, is generally all that is required to pre- 
vent one obtaining permission, no matter how elo- 
quent one may become. If this is true where the 
undertakers are only mildly opposed to these ex- 
aminations, one can readily imagine the difficulty 
encountered when they are actively opposed. I 
have experienced both their active opposition and 
friendly cooperation, and I feel that no hospital 
can do a really high percentage of necropsies with- 
out their aid. Their suggestion that the hospital 
may want to do an examination, that it would 
cause no delay, and their favorable agreement 
with the idea, are factors which go a long way 
towards placing the relative or friend in the 
proper frame of mind. We have found, since 
adopting this attitude towards the undertakers, 
that their cooperation is received almost 100 per 
cent; in fact, they have obtained pads of our per- 
mission forms and frequently bring in signed per- 
missions for necropsies to be conducted, even be- 
fore we have had an opportunity of speaking to 
the relatives ourselves. 


Believers in Necropsies Are the Most Successful 
in Obtaining Permissions 


The next important step in obtaining permis- 
sion is to have one, or at most two, individuals re- 
sponsible for meeting the relatives or friends. 
When this duty devolves on any one of 35 to 40 
interns, it is liable to be omitted entirely, or fre- 
quently the approach to the parties concerned may 
be extremely unfortunate. The person in the best 
position, and the one who should be the most suit- 
able is the attending clinician; but if it were left 
to him, I fear the percentage of necropsies ob- 
tained would be very low. Left to the interns, the 
percentage would be considerably higher; but 
nothing like that would be possible if deputed to 
one, or at most two, individuals. The choice may 
be from the pathological department or from the 
administrative staff; but, whoever is chosen, 
should be temperamentally suitable—the mental 
attitude is important. If it is a distasteful part 
of his work, he is pretty well beaten before he 
starts. If, on the other hand, he is tactful, be- 
lieves that what he is doing is in the best interests 
of all concerned, and has a fair degree of determi- 
nation, he will undoubtedly be successful in the 
majority of cases. It is important that he believe 
in the work to such an extent, that he realizes he 
is not asking for something that he would not per- 
mit on a member of his own family. After doing 
this type of work for any considerable period of 
time, one realizes that the benefits to be derived 
are very real, and that the permission should be 
obtained, if at all possible. 
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The individual having been appointed, it is 
necessary that he know something about the ill- 
ness of the patient before he interviews the rela- 
tives. The relatives or friends are engrossed with 
the deceased’s condition and, for the time being, 
expect everyone within the institution to be as 
familiar with the details as they are themselves. 
To be found ignorant of the facts, is to portray to 
the relatives that one’s interest is somewhat de- 
tached or indirect. By having the patient’s card 
with date and time of death, provisional and final 
diagnosis, and date and type of operation per- 
formed, this difficulty is overcome. Certain data 
for the death certificate should be obtained at the 
commencement of the interview, and when this is 
completed one has generally been able to form an 
estimate of the persons concerned and judge the 
best manner of asking permission for the exam- 
ination. Generally, a statement to the effect that 
the doctors concerned with the case would like 
the examination to ensure that the diagnosis was 
correct, and that nothing more could have been 
done for the patient, is sufficient to secure per- 
mission. If they are doubtful, one can then con- 
tinue stating that the hospital, as well as the doc- 
tors, would like to know that everything possible 
was done for the deceased, and that our being al- 
lowed to do an examination would probably help 
other people suffering from a similar condition and 
who might later be admitted to the hospital. This 
latter argument is the one which most often re- 
sults in securing the permission. 


It is often enlightening to the persons concerned 
to realize that 60 per cent of all patients passing 
away in an institution are necropsied. When the 
relatives are informed that they will be given a 
full verbal report of what is found, and when they 
realize that many people desire this examination 
to be done so that they may get this report, their 
objections melt away quickly. It is certainly a 
fact that every necropsy performed in the hospital 
makes it easier to obtain permission for the next 
one. A hospital that has obtained a fairly high 
percentage of necropsies—from 60 per cent to 70 
per cent—for several years, will find that relatives 
realize that they are going to be asked for the 
permission, and most of them come in quite pre- 
pared to have the examination done. 


One might state that the individual interview- 
ing relatives or friends of the deceased, receives 
an excellent idea of the regard in which the medi- 
cal profession of the community is held. Many 
people are so grateful for the care expended on 
their relatives that they quite readily give per- 
mission for an examination when they learn that 


HOSPITALS 





the doctor desires it. With few exceptions, most 
people are well pleased with the care rendered by 
the doctor and the hospital staff. 


Some people, however, refuse to give permis- 
sion for a necropsy and state objections. These 
objections may be listed under various heads: 
Such as religious objections, sentimental objec- 
tions, professional objections, objections because 
of fear and antagonism, etc., but I do not think 
that the listing of them would be of any special 
benefit. There are only two or three which are 
really difficult to overcome. However, they are 
very real to the particular individual concerned. 
If one can get them to state their objection, one 
has a good opportunity of reasoning with them 
and eventually securing the permission. It is here 
that relatives can be assured that their fears, in 
most cases, are groundless, and it is here that 
many points of condemnation or criticism of the 
hospital may be heard. So important is it to cor- 
rect misunderstandings at a time like this, that 
I feel that it should be a member of the medical 
administrative staff who is interviewing these 
people. The objections raised, for the most part, 
can be overcome by a careful, unhurried discus- 
sion of the case with an explanation of fancied 
fears or criticisms. 


A few objections are difficult to overcome—the 
statement that “My doctor knows all about the 
case and does not consider a necropsy necessary” 
is difficult to combat. This objection is generally 
given because of a real faith in their doctor and 
the way in which he has handled the case. They 


have probably received from him a fairly clear- 
cut picture of what he believes has transpired and 
they cannot, therefore, see the necessity for fur- 
ther examination. In fact, it makes it appear 
to them that the hospital may have some motive 
in asking for the examination, or that they may 
be experimenting. Any question of experiment 
makes them disinclined to grant permission. The 
mere suggestion of the attending doctor in a case 
of this nature, would have been sufficient to se- 
cure the relatives’ ready permission. 


Another type of person difficult to deal with is 
the one who wishes to defer to the final decision 
of some relative known to disapprove. This type 
of individual will agree with everything one may 
say but simply refuse to assume responsibility. 
There are quite a number of cases in which there 
are no relatives resident in the city and where 
friends may be diffident about taking the respon- 
sibility of giving permission. In these cases the 
coroner should be asked for permission and, as a 
rule, he gives his consent. There should at all 
times be close cooperation between the coroner 
and the hospital staff. 


In conclusion, I wish to say that this talk was 
prepared with the hope of stimulating some fur- 
ther interest in the performance of necropsies. 
When one considers that their value extends to 
medical students, nurses, interns, attending clini- 
cians, the whole medical staff and eventually re- 
acts on the community at large, one realizes the 
important part they have to play in the teaching 
of pathology and medicine. 





See eee 


Henry Harlan Langdon M. D. 


Dr. Henry Harlan Langdon, acting superin- 
tendent of the Cincinnati General Hospital, died 
on Thursday, May 6, 1937. He was forty years 
old. He had been ill for several months, but his 
death came as a shocking blow to his score of 
friends and co-workers, who had kept in constant 
touch with him during his illness. 


Dr. Langdon is survived by his widow, Mildred 
Carson Langdon; his two daughters, Ann and 
Jean; his father, Dr. W. C. Langdon; his mother; 
and his sister, Elizabeth. 


Dr. Langdon served overseas during the World 
War. Upon his return, he studied medicine, and 
was graduated from the College of Medicine of the 
University of Cincinnati, in June, 1925. After 
Serving as intern, assistant resident in the De- 
partment of Internal Medicine, and personnel 
physician at the Cincinnati General Hospital, on 
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May 1, 1928, he was appointed assistant superin- 
tendent of that institution. On January 1, 1935, 
upon the resignation of Dr. A. C. Bachmeyer, Dr. 
Langdon was made acting superintendent of the 
Cincinnati General Hospital, in which capacity he 
served until his death. 

In his passing, the hospital world has lost a 


capable and enthusiastic worker. 
—_—_——— 


The Ladies Help 


The wives of the doctors on the staff, and the 
nurses, and volunteers of the Ladies Auxiliary, 
cooked and served the meals, and tidied up the 
patients’ rooms and wards, at Union Hospital, 
Terre Haute, Indiana, when more than half of 
the maids, laundry and kitchen workers walked 
out. 

Dr. C. N. Combs had posted in advance of the 
walkout, the agreement of the hospital manage- 
ment to all of the demands of the workers except 
recognition of the union. 
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Small Hospitals 


A. F. BRANTON, M.D., Superintendent 
Willmar Hospital, Willmar, Minnesota 


be taken as the index of human progress. 

The alleviation of pain, the care of the sick 
in hospitals has been one of the major problems 
of man from the beginning. In all ages those who 
ministered to the needs of the body have played 
a conspicuous part. The Master in one of his 
utterances affirmed, “They that are whole have no 
need of the physician, but they that are sick.” 
Throughout his entire ministry he went about 
doing good. So you in large and small hospitals 
are doing a Christian work. 


Te care of the sick through the ages may 


Pain has affected all people at all times. The 
earliest of recorded history points forth attempts 
to relieve from pain. In Homer’s Odyssey we 
find a passage wherein Helen dropped into the 
wine of which soldiers drank a drug, an antidote 
of ‘grief and pain inducing oblivion to all ills. 
Herodotus refers to the use of cannabis indica 
to produce intoxication for the control of pain in 
500 B. C. In the first century Pliny speaks of the 
juice of certain leaves taken before cuttings. So 
on down through to our time we will find in the 
writings of the scholar, the historian, and the 
dramatists references to potions which make pain 
insensible. Thus we in the hospital field are but 
following out procedures started hundreds of 
years ago, and our procedures today may look as 
crude one thousand years from now as those of 
a thousand years ago look to us now. 


The “Small-Town” Hospital 


The “small-town” hospital may be taken as the 
original hospital for in a very ancient Hindu book 
we find a law that provides that “Each village is 
to construct, under the direction of the health of- 
ficer, a well-ventilated, strong building, protected 
from dust, wind, smoke, noises and odors.” Money 
for maintaining this “hospital’’ was to be obtained 
by a tax on every rupee of profit gained by the 
merchants. 


Today we find the hospital in towns of 10,000 
population or less, supported mainly by the farm- 
ing interests surrounding it, suddenly thrust into 
a new position of importance and responsibility, 
due to the fact that that percentage of the peo- 
ple who heretofore may have had the means to 


Presented at the Eighth Annual Convention of the Iowa Hos- 
pital Association, Dubuque, Iowa, April 26-28, 1937. 


92 


go to larger centers for their care now are forced 
by necessity, if for no other reason, to look to 
the local institution for relief in time of distress. 
In so doing they have learned that after all, such 
a hospital can serve them well in times of pros- 
perity. So importance and responsibility have 
come to us in the small hospital field to both serve 
well now, and to hold this new interest. 


A few statistics gathered at random shows that 
51 per cent of the general hospitals in the United 
States and 77 per cent in Canada have 40 beds or 
less. It has been taken as a criterion that the 
rural citizens should be provided ‘for at the rate 
of two beds per thousand people, while the urban 
masses should have five beds for each thousand. 
I think under present progress and education that 
this figure of two should be doubled to four, for 
more and more are the rural residents realizing 
that their local hospital has become a better place 
in which to get well, to start their babies out in 
life, and to look to for help toward happiness in 
health. Statistics further show that of the 2,901 
counties in the United States with less than 
100,000 people, there are 1,300 rural counties 
without hospitals. Does this mean that 50 per 
cent of such people do not have adequate care? It 
does to a degree, but a further study shows that 
the hospital field must turn its interest to better 
hospital distribution to more isolated areas, while 
in others there should be consolidation with elim- 
ination and hence more perfection. 


I will confine myself to some of the situations 
which are distinctive to our rural hospital in its 
intimate contact with those whom it serves; and 
to suggesting some way and means by which we 
may help to solve our problems by mutual inter- 
est and open-minded discussion. 


The Small Hospital as a “Court of Human 
Relations” 


First of all, the rural hospital may be called the 
“Court of Human Relations.” Every case in a 
rural hospital is a matter of interest to all the 
community, and not just to that of a small group 
within the community. It is here in this wide con- 
tact we can do the most good. If the hospital is giv- 
ing the service, if its death rate is low, if within 
the four walls there is human kindness, simple, 
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straightforward honesty, and good care, it does 
not have to fear community criticism. ' But let the 
opposite hold true and that hospital soon finds a 
dwindling daily census. Fortunately the old fears 
of the rural hospital being a place “where they 
always operate” or “where people go when ter- 
ribly sick,” or “where death never takes a holi- 
day” is vanishing. The people in the smaller com- 
munities are learning that sick people do get well, 
and that examinations, x-rays, laboratories, and 
good nursing are used effectively as preventive 
measures. This change of attitude can be en- 
hanced by hospital education coming from those 
who serve and by educating those who serve to 
be better educators. Deceit, fraud, dishonesty, 
and mystery have no place in rural hospitals for 
sooner or later this loss of trust is freely discussed 
and the income sheet figures go down. 


The Small Hospital as a Center of Health 
Education 


The hospital is and should be a center of medi- 
cal education. Mothers feel free to “run in” and 
have the baby weighed. By the intimate contact 
of the hospital much good can come to the indi- 
viduals, to community health, to national prob- 
lems. The superintendent and the nurses should 
be able to present at meetings of the P. T. A., the 
4-H Club, rural community clubs, and by their 
own social contacts, discussions pertaining to hos- 
pitalization. If the rural hospital would under- 
take to explain vivisection in its real light, mis- 
understanding regarding that situation could be 
quickly and readily remedied. In health forums 
practical preventive medicine and modern hospi- 
tal care could be presented in a most delightful 
manner. Legislation concerning hospitals could 
be much easier accomplished by this direct public 
contact. Let us make the most of our oppor- 
tunity. 


Graduate Nursing in the Small Hospital 


It is my opinion that nursing schools in our 
smaller hospitals are going to pass from the pic- 
ture, if and when these hospitals have certain as- 
surances from the nursing professions that the 
needs of such hospitals will be taken care of in 
times of plenty. Small rural hospitals cannot 
afford to train nurses under present standards. 
The small hospital that I represent did away with 
its training school in 1930 and by so doing we 
immediately cut our nursing costs in half. We 
have been able to give many more graduates em- 
ployment and we have given our patients excellent 
care with much less worry to ourselves. But if 
it should happen as did happen in the years of 
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good incomes, that our hospitals are furnished 
with the poorest of the registered nurses, if in- 
deed we are able to get any at all, and then at 
costs almost prohibitive and with likes and dis- 
likes displayed on every hand, we shall be forced 
to set up a training school for practical nurses, 
independent of top-heavy regulations in order to 
give our people both in the home and in the hos- 
pital as good care as we feel they could get from 
such a system. 


The Small Hospital Dietitian—A Suggestion 


Having the service of a dietitian is a problem 
in the type of hospital that we are talking about. 
The doctor in many cases works out the diet or 
leaves it to the head nurse. I believe that there is 
one way in which we could work out a solution and 
that is if three or four hospitals within, say 30 
or 40 miles of each other, would cooperate and 
procure the services of a dietitian. Let her spend 
an equal division of her time in each hospital, 
work out the week’s menu, take care of the special 
diets and if something urgent presents itself it 
could be taken care of by mail or telephone. In 
this connection, many hospitals, particularly dur- 
ing these times, can obtain a considerable amount 
of foodstuffs and service from those who owe the 
hospital money. With a properly trained person 
to suggest and supervise the use of these products 
they could be turned to a good advantage. 


The Laboratory in the Small Hospital 


A completely equipped laboratory is almost a 
necessity in modern hospital practice. Usually 
in the small hospital the work is left to a nurse, 
the doctor, or not done at all. I am becoming 
convinced that a laboratory technician is possible 
in almost every hospital. Charges can be made 
at least ample to meet her additional expense and 
in rural hospitals if her services are made avail- 
able to all the doctors in the community, even to 
the extent of making arrangements for going to 
the doctors’ offices in the smaller towns when he 
needs some work done, she can be a real asset in 
caring for the sick. 


Accounting 


Accounting has been one of the things in which 
the smaller hospital has been very lax. In our 
hospital, in 1930, under the direction of a regis- 
tered accountant, a system of bookeeping was in- 
stalled and under his guidance each year records 
and statements of real worth have been compiled. 
We have been able to determine costs by depart- 
ments and such other costs and information as 
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would help us. Our little hospital provided 3,920 
patient days in 1936 and served 22,300 meals, or 
an average of 60 a day. The maids ate 17 per 
cent of the meals, the nurses 30 per cent, and the 
patients 53 per cent, or approximately one meal 
per employee to each meal served a patient. Our 
actual cost per patient per day was $4.41. Our 
food cost per meal was $.12, help $.062, and gas 
$.014, making a total cost per meal of $.196. Our 
death rate was a little over two per cent, with 
.06 per cent under 48 hours. Now it’s nice to know 
these things in a small hospital for we can then 
take them to the public, explain them and with 
that knowledge there will be much less false criti- 
cism from the community. People like to feel that 
they are being taken into confidential relation- 
ships concerning other people’s business. 


Hospital Records 


Hospital records and how to get the doctors to 
keep them—that bugaboo of all small hospitals— 
is still a problem to be solved. The younger man 
has had that training and takes to it better and 
I believe he can do much to make the older practi- 
tioner improve himself. No older man likes to see 
a younger man outdo him. Show the older doctor 
some good charts that young Dr. keeps 
and you can improve the situation. I believe rec- 
ords are absolutely essential. There might be 
some simplification or consolidation but in the 
main it must be a continuous application to the 
problem that will eventually solve it. 


Physical equipment in smaller hospitals is be- 
coming better. Basal metabolism, x-ray, the newer 
splints, anesthesia machines, and physiotherapy 
are becoming more and more the rule than the ex- 
ception, but there is much still to be desired. 
Rooms in our hospitals have not had all the at- 
tention they should have. I would suggest to all 
small hospitals that they begin to make their 
rooms more colorful, give them some variety and 
you will be matching some of the competition in 
the larger centers. We have found that colorful 
wall decorations, bright figured curtains, beds and 
dressers in soft colors, and attractive bed spreads 
do not cost any more than the drab everyday 
color schemes. 


The Attending Physician 


A very special problem in all hospitals is that 
human being whom some hospital executives feel 
furnish little joy in their lives. Such a person is 
known as the “doctor on the case.” In the small 
hospital the doctor checks in to all of the em- 
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ployees instead of to a board where his: name 
lights up if he remembers to push his button. In 
other words, the life of the doctor in the rural 
area is wrapped up in a most intimate way with 
those who serve with him and are served. I wish 
to challenge a statement made in a recent article 
that the rural doctor has difficulty in keeping 
abreast of the times. I can only speak for those of 
the states represented here in the Northwest, but 
with the excellent literature, the post-graduate 
courses that now come out to the county medical 
societies, the numerous short courses given at 
the universities, the awakening realization of the 
interdependence of the medical profession, and 
that all must keep up with the progress in medical 
science, there is certainly the opportunity for 
everyone to be informed on the newest of prac- 
tices. Herein lies a real challenge to our small 
hospitals to so keep up with the times that when 
the doctor wishes to use some new piece of ap- 
paratus which has been approved as useful it is 
present, that when he wishes to carry out some 
new technique of professional care the hospital is 
ready to assist him. By these statements I do not 
mean that the hospital should buy every fad, but 
from time to time certain things come into gen- 
eral use and these should be at hand. 


Staff Meetings 


Staff meetings are difficult but will improve as 
medical societies educate their members that in 
frank discussion there can be progress, and as 
soon as members of these rural hospital staffs 
learn that the only patients a doctor is concerned 
with are his own, just that soon will staff meet- 
ings be a success. The success and failures 
within the hospital walls should be a sacred trust 
both to the doctor and the nurse and treated and 
kept as such, for no man or woman says an un- 
kind word against another of the same profes- 
sion without hurting that profession as a whole 
and hence being reflected back on the very in- 
dividual who speaks out of turn. 


Rural hospitals should take their place in the 
hospital fields by becoming active members of the 
national and their state association and being ac- 
tive in every sense of the word. Hospital Day can 
be as successfully observed in small communities 
as in the larger cities. Have a reunion of the 
mothers and babies born during the year; have 
“open house” and serve a light lunch for the gen- 
eral public; send speakers into the local organiza- 
tions to present the significance of the day; make 
it one of real community interest and the response 
will be worth while. Further, let me urge that 
the smaller hospitals respond to requests for in- 
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formation concerning some particular problem, 
coming from recognized authority, when the call 
comes for legislative action, take part in conven- 
tion programs and discussions, and much good 
can come to all by this interchange of ideas. 


Standardization of the Small Hospital 


Lastly, there is the problem the small hospital 
has of trying to meet the standards of the Ameri- 
can College of Surgeons. The college first started 
to raise the standards of the surgeon and this 
had a most gratifying and beneficial result. Then 
it found that the surgeon, in order to practice 
better surgery, needed a better workshop and 
that the hospitals needed treatment to meet this 
requirement. We of the rural hospitals are thank- 
ful for this interest. Some of us were able to 
meet the minimum standards and were recognized 
and there is some satisfaction in our hearts. 
Others are trying to bring their affairs up to this 
standard so that they, too, may be accepted. Thus 
the small hospital has been helped to a marked 
degree because of this interest in them and the 
public is beginning to see the light of its value. 


If the College of Surgeons or the American 
Hospital Association could have inspections as 
heretofore, but also be able to put men into the 
rural hospitals to make an investigation into the 


methods of the hospitals and then to suggest ways 
and means of improving on those methods as 
applying to modern hospital administration, I am 
sure that all hospitals would welcome such help. 


This year in Minnesota it has been my pleasure 
to visit 160 small hospitals. There I have become 
personally acquainted with those in charge, to 
quickly glance over their establishments, to get a 
bird’s-eye view of sanitary conditions, available 
equipment, and location. I can with a tremendous 
amount of pride state without hesitation that big 
or small, they were clean, well-kept, watched over 
by very fine, high type, ethical people working for 
the good they can do. Administrators were met 
who have made unbelievable sacrifices in the in- 
terest of their hospitals. The equipment was high 
class, the type of medical work being done was 
excellent. The interest shown in hospital admin- 
istration was amazing. We had an Institute for 
Small Hospital Administrators at the University 
and fifty-nine came for three days. These con- 
tacts that I have made have been inspirational to 
me and I hope will be helpful to the Association. 


And so the rural hospital is coming into its 
place among its big brothers, trying by self in- 
spection to apply many of the fine suggestions 
handed down by those whose life study has been 
the betterment of hospital administration. 





The Doctor and the Nurse in the Mediaeval Ages 


The Nursing Times of London quotes the writ- 
ings of one Bartholomew Anglicus, an English 
Franciscan who lived about 1260, upon the doc- 
tor and the nurse of that day. The attitude of 
the nurse and the doctor towards the patients 
and the methods that they used in caring for the 
patients in those days is interesting. 


The Doctor 


“He visiteth oft the houses and countries of 
sick men. And seeketh and searcheth the causes 
and circumstances of the sicknesses, and arrayeth 
and bringeth with him divers and contrary medi- 
cines. He refuseth not to grope and handle, and 
to wipe and cleanse wounds of sick men. He 
behooteth to all men hope and trust of recover- 
ing of health. If a part in the right side acheth, 
he spareth not to smite in the left side. A good 
leech leaveth not cutting or burning for weeping 
of the patient. And he hideth and covereth the 
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bitterness of the medicine with some manner of 
sweetness. He drinketh and tasteth of the medi- 
cine, though it be bitter, that it be not against the 
sick man’s heart, and refraineth the sick man of 
meat and drink; and letteth him have his own 
will, of whose health is neither hope nor trust 
of recovering.” 


The Nurse 


“She hath that name of nourishing for she is 
ordained to nourish and to feed. That nurse is 
glad if the child be glad, and heavy if the child 
be sorry, and doth cleanse and wash it when it 
is defiled. And she cheweth meat and maketh it 
ready for the toothless child that it may the 
easilier swallow that meat, and swatheth it in 
sweet clothes, and righteth and stretcheth mis- 
crooked limbs. She useth medicines to bring the 
child to convenable estate if it be sick, and lifteth 
it up, now on her shoulders, now on her hands, 
now on her knees and lap if it cry or weep.” 
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What the Hospital Should Know About 
Canned Foods 


E. W. McGUIRE 


Los Angeles, California 


Napoleon saw the necessity of finding a 

better method for preserving foods for 
use in his army, and he offered a prize of 12,000 
francs to anyone who would discover such a 
method. Nicholas Appert was the lucky man. 


és T THE beginning of the nineteenth century 


Before Appert’s discovery the only way to pre- 
serve food was by drying, smoking, salting, and 
pickling, and enormous quantities of food were 
allowed to go to waste. Through Appert’s dis- 
covery all that is changed, and wherever there 
is a surplus of fresh foods a modern cannery is 
usually established. 


There is nothing secret in the canning of foods. 
Heat is the only sterilizing agent used, and the 
cans are hermetically sealed while hot creating a 
vacuum in the canned foods. This process kills 
all bacteria, stops fermentation, and the growth 
of yeast and mold. 


No preservatives or drugs are used, as they are 
unnecessary and would probably affect the flavor, 
color and appearance, also, they are prohibited 
by law, both state and federal. 


All that is added to canned foods is salt, sugar, 
or a solution of either, depending upon the food 
being canned. 


We have come a long way from the time when 
an industrious skilled workman turned out 60 cans 
as a day’s work, to the present time when a single 
series of machines turn out 300 perfect tins per 
minute. 


The Canning Industry Today 


Cans of today are made of materials which do 
not affect the flavor, color or wholesomeness of 
the food. They are easily sealed and remain air 
tight; they conduct heat and cold rapidly—they 
are light in weight but strong. They can be easily 
filled and sealed speedily and faultlessly, and are 
so inexpensive that they can be used once and 
thrown away. 


Some cans are enameled on the inside. This is 
for the purpose of retaining the color of certain 
high colored fruits and vegetables, and to prevent 


Presented by an expert on canned foods with Haas, Baruch 
and Company at the meeting of the Association of Western 
Hospitals, in Los Angeles, California, April 12-15, 1937. 
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discoloration and staining of the inside of the cans 
by some other foods. 


The canning industry is today perhaps the 
largest single user of steel, requiring about 3,500,- 
000 tons of iron ore and 20,000 tons of tin, as well 
as enormous quantities of other minerals, to make 
the cans used each year. Today we are using cans 
in the United States at the rate of about 1,000,- 
000,000 cans per month. 


Canning procedure naturally varies with the 
product packed, but it is possible to indicate in 
broad outline the general details to which food 
may be subjected during canning. 


When raw foods are delivered to the cannery, 
they are inspected in most instances by State 
Inspectors, who require that the raw material 
equal a certain grade, if it is to be received by the 
cannery for packing. After the raw foods are re- 
ceived, they are given a thorough cleaning, usually 
by washing under high pressure sprays. 


The raw stock is carried by moving belts under 
the watchful eyes and skilled hands of workers, 
who remove all undesirable stock, and it then 
travels on to where such operations as trimming, 
coring, peeling, et cetera, takes place as the prod- 
uct demands. On some items these operations are 
performed mechanically. 


Certain products, such as peas, string beans, 
tomatoes, et cetera, are blanched by scalding or 
immersion in hot water. This process not only 
serves to clean the product further, but to soften 
the tissues and expel the air from the raw 
product. 


From here on the practice varies with the food 
being processed. 


After the cans are filled, they are put through 
an exhaust, or steam box, or vacuum machine 
which exhausts the air. They then go to the clos- 
ing machine, and from the closing machine into 
the retorts where heat is applied for varying 
lengths of time, at varying degrees, depending 
upon the product and size of can. As an example, 
a No. 214 can of tomatoes is put through the 
steam box for from six to eight minutes, and then 
goes into the retort for ten to twelve minutes, at 
a temperature from 206 to 210 degrees. Beans 
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will stay in the retort 70 minutes at 240 degrees, 
spinach 50 minutes at 252 degrees, apricots 12 
minutes at 212 degrees. Alkaline or neutral 
products require a higher temperature and for 
a much longer time than do acid fruits or vege- 
tables. 


Cleanliness 


A modern cannery is entirely sanitary—it is 
kept as spotless and clean as a careful woman’s 
kitchen. Every day every part of the cannery, 
including all utensils, stools, chairs, et cetera, are 
thoroughly cleaned with live steam and hot water. 
The cannery workers wear white sterilized gar- 
ments, and the few hand operations necessary are 
performed by workers wearing rubber gloves. 


The inside of a can which has been properly 
sealed is absolutely sterile and more sanitary than 
any glass, or other container in most kitchens. 


Leaving Contents in the Can 


It is entirely safe to leave the contents in the 
can, for the reason that the can itself, until 
opened, is entirely sterile. Where any sickness 
results from eating canned foods, it is usually the 
result of contamination after the can has been 
opened. This damage to the food is from bacteria 
in the air or from handling. 


Ptomaine 


I believe it is safe to say that ptomaine never 
results from eating canned foods that are from 
a sterile can and properly handled after the can 
is opened. 


Botulism 


Botulism is poisoning from alkaline or neutral 
vegetables. Because of Government supervision 
the danger of botulism is practically nil. Any food 
liable to develop botulism is packed under close 
Government supervision and such foods are not 
permitted to be offered for sale until samples have 
been examined by a Government Inspector. All 
that is required to make food safe against 
botulism is a high temperature. 


Home canned foods, such as string beans, peas, 
asparagus, artichoke hearts, are dangerous for 
the reason that a home canner cannot get a suffi- 
ciently high temperature. 


I am quite sure that high medical authorities 
how consider commercially canned foods the 
safest foods a family can use. 


Vitamins 


A research has been carried on during the past 
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few years, which has proven beyond reasonable 
doubt that canned foods, generally, contain more 
vitamins than the same articles prepared at home. 


Factors Affecting Supply and Quality of Present 
Day Canned Goods Market 


The markets on all kind of goods, generally, 
have been advancing for some time past, but the 
market prices of foods have, as a whole, advanced 
the least. Taking building as an example—in 
Southern California it will cost more to build a 
house today than at any time since 1927—the 
advance from the low point to today’s cost is over 
100 per cent. Foods, generally, have not kept 
pace with price advances on other commodities 
and our President has set 1926 prices as the ob- 
jective, and as far as food prices are concerned, 
they are still a long way from the 1926 goal. 


The market for canned goods has been very 
active for the past few months, with steadily ad- 
vancing prices on most items. 


Among the factors responsible for the better 
market was, the general freeze which affected the 
citrus and vegetable crops in different sections of 
the country, particularly California; also, the bet- 
ter feeling and more confidence among people gen- 
erally; and a better labor situation and higher 
wages. Then too in certain sections of the coun- 
try where people, who during the past few years 
bought very few and then very low grade canned 
foods, are now buying liberally and better grades 
than they have used for years. The Government, 
both National and State are also buying enormous 
quantities of canned foods, and it would almost 
seem as if they were anticipating requirements 
for months ahead, particularly against higher 
prices. 


There is no question but what people generally 
are buying more canned goods, and also buying 
better quality. 


Future Canned Goods 


The outlook for the 1937 canned pack is not 
optimistic. If we will take the present trends 
into consideration and note what is happening in 
other lines, we can arrive at a conclusion as to 
what may happen to the canning industry. 


Raw material for canning will cost more—just 
how much more is impossible to tell at this time, 
but we do know that corn packers have paid as 
much as 55 per cent advance for sweet corn, as 
compared to what they paid last year. 


In California some tomato acreage has been con- 
tracted on the basis of $17.00 per ton—last year 
they paid from $11.00 to $13.00 per ton. It now 
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looks as if all berries will be at least 50 per cent 
higher than last year. All green asparagus is 25 
per cent higher than price paid a year ago, and 
we believe that advances, similar to the above 
mentioned, will obtain pretty much throughout 
all canned food commodities. 


There is a good reason for higher prices of raw 
material for canning, because most canning crops 
require considerable hand labor, both in cultiva- 
tion and harvesting. Strikes are much in vogue 
and many farmers are afraid to plant canning 
crops for fear of strikes in cultivating and har- 
vesting. They are also afraid that the wages 
they will have to pay for harvesting crops will 
be abnormally high. Then, there is another rea- 
son why the farmer does not care to plant can- 
ning crops, and it is a compelling reason. Today 
the prices of corn, wheat and beans are nearly 
three times as high as they were three years ago. 
These three crops are machine crops, so with 
farm labor now in the union, or about to be union- 
ized, the farmer will play safe and plant what he 
himself can harvest. 


Field corn, with mechanical pickers, wheat with 
harvesters, and beans with combines, and the 
farmer with one man can take care of from 100 
to 160 acres of such crop, while he can only take 
care of from 3 to 5 acres of canning crop without 
extra help. 


Now consider, with the price of grain and live 
stock up from 200 per cent to 300 per cent, and 
canning crops, which require much hand labor, 
only up 30 per cent to 40 per cent, you have a good 
reason why farmers are reluctant to plant can- 
ning crops. 


In our own State of California, canners are al- 
ready having their labor troubles, notwithstand- 
ing they have already advanced cannery wages 
more than 25 per cent, and are now paying the 
highest cannery wages of any state in the Union. 


Today all the canneries should be running on 
spinach and asparagus, but on account of strikes 
in the canneries and in the fields, there are 
scarcely any canneries running, and the pack of 
both these items may be very small. In any event, 
the cost of packing will be very high, compared 
to previous years. 


In the Pacific Northwest, the salmon packers 
are having their labor troubles, and as a result 
many canners will not attempt to pack any salmon 
in Alaska this year. Boats that shozld have left 
for Alaska a month ago are just leaving, there- 
fore, we can expect a short pack of salmon in 
Alaska. 


As we see the future situation, we believe it is 
advisable for buyers of canned foods to protect 
themselves by buying at least a reasonable por- 
tion of their requirements for future. 


We believe that long range judgment, at this 
time, supports the outlook for sustained and 
higher food prices. Most prices today are still 
far below prosperity levels, with the average 
index of all prices about 18 per cent below the 
1926 average. 


The present trend in the cost of production and 
doing business generally for 1937 is upward, and 
we believe the buyer who fails to cover an im- 
portant part of his requirements on future con- 
tract is definitely speculating for lower prices 
later on. 





Harold Quirk Imposes on Another 
Hospital 


Harold Quirk, referred to in the May issue of 
HOSPITALS as an individual imposing upon hos- 
pitals was admitted to the Phillipsburg, Pennsyl- 
vania, State Hospital on March 14, and discharged 
upon his own request the following day, accord- 
ing to advice received from Miss Almena E. 
Wuerthner, superintendent. 


He had been taken in by the police to whom he 
appealed and given shelter at the station. About 
midnight he was found unconscious in his cell. 
He was suffering apparently from a clogged 
tracheotomy tube. The prison physician cleansed 
it and advised his immediate removal to the hos- 
pital. Upon admission he was unconscious, cyanot- 
ic, respirations were irregular. He was given 


98 


emergency treatment, which included an oxygen 
tent. The nurse’s record on the case history would 
indicate that he remained in this state for at least 
twelve hours, after which he became very rest- 
less. On the second night he again became cyanot- 
ic and cried out with pain. He was given a sixth 
of morphine. By noon of the second day the pa- 
tient had make a remarkable recovery and de- 
manded his release, stating that “He could not 
live on liquids.” 


———— 


A New England hospital recently experienced 
the breaking of the large plate glass in the win- 
dows of its operating suite, by a high velocity 
wind. It replaced the windows with block glass, 
reduced the hazard of breaking panes to the mini- 
mum and made a very pleasant operating suite, 
with greatly improved natural lighting. 
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Necropsies, Their Value, and Some Thoughts 


On How They May Be Best Obtained 


ARTHUR H. PERKINS, M.D., Medical Director 
Norfolk General Hospital, Norfolk, Virginia 


science of medicine has left the art of medi- 

cine a fallen and threadbare mendicant at the 
roadside, there are none who do not look upon 
necropsies, properly performed and utilized to 
their fullest, as material par excellence for the 
increase of medical knowledge and a valuable and 
much appreciated check on the diagnostic skill of 
the medical staff. 


: THESE days, when it has been said that the 


The Importance of Necropsies in Verifying 
Diagnoses 


Manheimer' has recently said: “The prime im- 
portance of necropsies is to give the clinicians a 
chance to verify their diagnoses. They show the 
quality of the medical work of the staff by show- 
ing the number of errors in diagnosis. On the 
other hand, when a brilliant diagnosis is con- 
firmed by necropsy, it adds much to the laurels of 
the clinician.” 


In 1930, at Waterbury Hospital, Waterbury, 
Connecticut, a series of 100 consecutive cases on 
which a post mortem was done showed, on going 
over the records, that a gross error had been made 
in diagnosis in 23 per cent of the cases. As I was 
formerly on the administrative staff of this hos- 
pital, I can say it is a typical 300-bed hospital 
located in an industrial city of 100,000, and not 
associated with a medical school. Incidentally, 
under a program which I am going to outline to 
you later on in this paper, the percentage of 
necropsies performed rose from 4 plus per cent for 
the year ending October 1, 1927, to 40 plus per 
cent for the year ending October 1, 1930. 


Necropsies and Post-graduate Instruction 


Dr. Henry A. Christian of Boston has said: 

“Securing necropsies should be encouraged be- 
cause there is no better method of post-graduate 
instruction for the staff than to study a case clin- 
ically and then see the necropsy findings in rela- 
tion to the clinical history and physical examina- 
tion. For the men who have not actually seen the 
case, a demonstration of first the history and then 
the necropsy findings is nearly as good. 


— 
, Presented at the Tri-State Hospital Conference, Raleigh 
North Carolina, April 24, 1937. 
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“When there are infrequent or no necropsies, 
clinicians get in the habit of not realizing the 
limitations in their methods of history taking and 
diagnosis because they do not have it brought 
home to them how imperfect they may be. A man 
who has had demonstrated to him his failure on 
one case is likely to learn ways and means of pre- 
venting a repetition in the next case.” 


Davidsohn,* in a very interesting paper read 
before the American Society of Clinical Patholo- 
gists in 1932, said: “We have not sold the idea 
(meaning the necropsy) to the medical profession. 
The medical profession has not realized that the 
necropsy is the most important of all means by 
which the physician can advance his diagnostic 
efficiency.” 


A study by a Committee of the American So- 
ciety of Clinical Pathologists has shown that there 
are instances, though not many, where immediate 
relatives were benefited (not financially) by the 
results of necropsies in a way that would have 
been impossible without the information derived 
from the necropsy. 


The mortality of newborns in Chicago studied 
by Dr. H. N. Bundesen‘ and his associates showed 
that the death certificates which are not based on 
necropsy findings are, on the whole, valueless. In 
an attempt to reduce infant mortality, he has 
started on a campaign to study more thoroughly 
the causes; and for that end he needs more and 
better necropsies. 


Necropsies in the Advancement of Medical 
Training 


The final and perhaps to the hospital adminis- 
trator the most vital reason why we should be 
eager to have more and better necropsies per- 
formed in our hospitals is summed up in the 
following paragraph from the Educational Num- 
ber of the Journal of the American Medical Asso- 
ciation, August 29, 1936:° 

“Any hospital conducted under any auspices 
and in any community can, by industry and co- 
operation, develop a beneficial necropsy program.” 


The American Medical Association concludes 
from its experience that 30 per cent is the figure 
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procurable in every hospital if consent for post 
mortem examination is routinely requested. As 
you all know, a hospital, to remain on the Ameri- 
can Medical Association’s approved list for intern 
training, must perform necropsies on a minimum 
of 15 per cent of the patients who die. 


From the previous statements, it seems clear 
that necropsies are of value because they train 
interns and nurses, and advance them in the 
knowledge of medicine. They provide an excel- 
lent post graduate training and a “refresher” 
course in medicine for the practicing physician. 
They advance medical knowledge. They establish 
true causes of death and thus put vital statistics 
on a sound basis. 


Dr. B. Henry Mason? in speaking of the increase 
in the percentage of permissions for necropsy at 
Waterbury has stated the problem so clearly that 
I should like to quote him here. 


“Nor is any one factor accountable for the 
increase. A general awakening of interest on the 
part of the medical profession, our hospital resi- 
dent, the interns, the establishment of a mutual 
spirit of co-operation between the funeral direc- 
tors, and the hospital, and better quarters and 
equipment for pathological work are but a few of 
the active factors in our success.” 


Obtaining Permission for the Necropsy 


One of the important steps in obtaining permis- 
sion for a necropsy is to have created an impres- 
sion with the family of the patient and his friends 
that the patient has received every necessary 

eattention, the best professional care, and the most 
sympathetic treatment possible to obtain any- 
where. Every hospital employee from the admit- 
ing clerk on through the members of the personnel 
that serve the patient or his relatives in any way 
must be impressed with their important duty to 
create such a feeling. 


Many clinicians, it is true, are not very active 
in obtaining permissions for necropsies. One fears 
that a request will lead the relatives to believe 
that he is lacking in medical knowledge; another 
is satisfied with his diagnosis and too disinterested 
to seek further enlightenment. 


Make your clinico-pathological or monthly staff 
conferences interesting; show by contrast the 
doubtful and incomplete picture in the case not 
posted and the clear, fully explained picture in the 
posted case. Insist that your interns attend; they 
will be stimulated to go forth and get more and 
more permissions, and when they leave the hos- 
pital, they will have an appreciation of the value 
of necropsies. 
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Arrange your necropsies when possbile to fit the 
convenience of the clinicians; and by all means 
make your morgue as clean and as efficient a 
workshop as any other clinical department of your 
hospital. When you get the clinician to attend the 
necropsies performed and he sees at first hand 
their value, then and then only will he make a real 
effort to obtain necropsies on his private patients. 


Who Should Secure the Permission for Necropsy 


Who is going to ask for the necropsy permission 
with the greatest degree of success? That repre- 
sentative of the hospital staff who has come in 
most intimate contact with the family of the 
patient. In the larger hospitals, this is undoubtedly 
the intern. He it is who stands by in the night 
watches to give comfort and reassurance. He 
should have become acquainted with the family 
by meeting them at the end of visiting hours to 
inform them from day to day as to the condition 
of the patient and explain what is being done for 
his relief. Dr. Fitz® has said, “An intern who 
treats his patients and their relatives well and 
considerately can generally, forever after, get 
them to do anything he wishes.” In those cases in 
which the family physician has taken care of the 
patient almost exclusively in the hospital, he 
should be the one to ask permission. In the smaller 
hospitals the nurse may often be the proper person 
to seek permission. All of our nurses should be 
instructed as to the importance and value of 
necropsies, as often the family turns to the nurse 
and appeals to her for an ultimate decision when 
they are approached about this matter. They feel 
closer to the nurse in many instances. Regina H. 
Kaplan,’ speaking at the round table of the small 
hospital section at the American Hospital Associ- 
ation 1936 convention, stated that her hospital, a 
community hospital where the nurse in charge of 
the floor asked the family for permission to per- 
form necropsy, was able to obtain permission in 
75 per cent of their cases. I think this high per- 
centage shows us that where the patients and 
their relatives feel well acquainted with the per- 
sonnel, necropsies are not difficult to obtain. 


The ideals one has as a background when asking 
permission for a necropsy are well stated by Rabbi 
Levinthal.* “If any other sick person benefits 
from a post morten examination, such an act is a 
consecration and not a desecration of the dead 
body. It is the last great action of the individual 
to contribute to the total knowledge of humanity 
not only for other sick persons, but equally im- 
portant for well persons.” 


Dr. Charles S. Kennedy* who as an intern at 
Waterbury Hospital, stood far ahead of all others 
in the last eight years in his ability to obtain 
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necropsy permissions, says he is most successful 
with the following line of reasoning: “You point 
out the fact that this will cost them nothing, that 
findings will be explained to them and that some 
time in the future this procedure might be of some 
value to them because of their relationship to the 
deceased. It might possibly help their physician 
in taking care of them should they become ill in 
the future. 


“In liability cases, that is, auto accidents, etc., 
from the standpoint of collecting your fees it is 
imperative to always work up these cases well, 
even to the necropsies. On these deaths, I always 
explain the possibilities of a settlement to the 
people and how the necropsy is necessary to com- 
plete the picture. When it is a matter of dollars 
and cents the relatives have little fear and appre- 
hension to overcome.” 


Dr. M. Warwick? at Millard Fillmore Hospital in 
Buffalo tabulated the reasons people gave for 
refusing necropsies and the arguments which 
proved most effective in obtaining them. In a 
series of 130 post mortems, the statement that the 
examination could do no harm to the deceased but 
might greatly benefit the survivors was what won 
the permission in 101 cases. 


Assuming that the intern is the first person 
who seeks permission, we do not give up if he is 
refused, but the resident and the family physician 
are asked to talk with the family in an attempt 
to convert them to the idea. 


The Permission Must Be Legal 


In order that the permission be legal, the near- 
est legal relative is asked to sign a Necrospy 
Permit Form. Any restrictions the family may 
wish to make are noted on this form and these are 
always strictly observed by the pathologist. It is 
always made clear to the signer just what it is he 
is signing. This honesty influences the community, 
and, in the end, is of value to the hospital. 


When permission is received the physician on 
service and others who have had any knowledge of 
the case, including the family doctor, are notified 
by phone as to when the post will be started. A 
notice is also posted on the staff bulletin board. 
The interns are expected to attend all necropsies, 
and one is asked to assist at the post. The intern 
in charge of the service to which the patient had 
been assigned, is expected to discuss the clinical 
findings before the post gets underway. Consid- 
erable interest is aroused by posting once a month 
the percentage of necropsies obtained on each 
service on the staff bulletin board. 


A report to the person who gave permission for 
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the necropsy is sent by the medical director within 
a few days of its completion, stating in simple 
language what the cause of death was found to be, 
and what other pathology of importance was 
found. A copy is sent to the family doctor and the 
letter is closed by a note of appreciation for being 
given permission to follow the case through to its 
conclusion. 


The Rights of Morticians Should Be Respected 


A disregard for the rights of the funeral direc- 
tors by hospitals—perhaps due to a lack of knowl- 
edge of just what is required of the embalmer— 
often leads, and rightly, to an attitude on the part 
of the funeral directors that is not of help to the 
hospital in obtaining permission for post mortem 
examinations. 


The following quotation from “Report of Com- 
mittee on Autopsies of the New England Hospital 
Association” by Arthur H. Chandler’? which ap- 
peared in the New England Journal of Medicine, 
April 22, 1926, tells us so clearly how we may per- 
form our necropsies to the satisfaction of the 
family and their funeral director that I wish te 
bring it to your attention. 


Rules of Necropsy Procedure 


“Immediately after the death of a patient, the 
relative selects his funeral director, who immedi- 
ately gets in touch with the hospital. He should 
be recognized as a busy man and every effort 
made to deal with him in a manner entirely satis- 
factory to him. He should not be asked to call for 
a body before it is ready. He should not be unduly 
delayed in receiving the body, and having come 
for the body, the death report should be properly 
and promptly made out. Medical terms which will 
be aceptable to the board of health should be used 
in filling:out the death certificate. This must be 
remembered in hospitals, particularly when bodies 
have to be transported outside of the city where 
death occurred and the funeral director cannot 
remove the body from the city until permission 
has been given him by the board of health. It is, 
therefore, our duty to have the necropsy promptly 
performed and all papers given to the funeral di- 
rector at such time as will enable him to transact 
his business with the board of health during busi- 
ness hours as he cannot remove a body without 
permission of the board of health. Failure to ob- 
serve these courtesies to funeral directors has 
been no small factor in very justly arousing their 
opposition to the performance of necropsies. 


“It is, of course, the desire of relatives and 
friends of the deceased to have the natural ap- 
pearance of the body, as, at the funeral, they carry 


101 





oe 

away the last impression of how their loved one 
looked. The proper handling of the body will do 
much to help the funeral director to obtain the 
result desired. The improper care of the body will 
make it practically impossible for him to produce 
this result and will be sure to cause him hours of 
unnecessary work and possibly a loss of future 
business in his inability to repair damages which 
could have been easily avoided by intelligent pro- 
cedure on the part of the hospital personnel. We, 
therefore, recommend the following procedure for 
the care of all bodies: 


“Wash body thoroughly, elevate the head and 
shoulders higher than the rest of the body and 
fold the hands over the chest. This position should 
be maintained at all times both in the wards and 
mortuary and it is very important that the body 
be placed in this position immediately after death, 
so that the blood will drain from the exposed 
parts. 


“Close eyes naturally, but do not use cotton 
under the lids. Close mouth by means of a roll of 
cotton or other soft material placed under the 
chin. Do not use cotton in the mouth and do not 
tie the mouth closed with a bandage around the 
head. Do not use bandage around the wrists to 
hold the hands together. 


“The body should be moved as little as possible 
after death, and while washing or otherwise never 
allowed to be placed face down. If a sheet is placed 
around the body, it should be very loose about the 
face so that the nose and ears will be left in a 
natural position. Compliance with these sugges- 
tions is of the greatest importance in every case 
whether or not a necropsy is to be performed.” 


The Necropsy Technique 


The routine incision used in making the exam- 
ination of the chest and abdomen is the “crutch” 
incision which starts in front of the axillary fold 
and continues beneath the breast, meeting the 
midline at about the third costal cartilage. After 
the examination, the incision should be closed. 


In all necropsies involving the chest and ab- 
dominal cavities, it is important that the branches 
of the aortic arch should be ligated by the path- 
ologist. This should also be done to the right and 
left common iliac arteries. All of these vessels are 
tied with ordinary necropsy twine and the liga- 
tures on each common carotid artery are left long 


enough so that they may be carried through the 


incision of the chest wall and labelled. 


In the removal of the calvarium, the approved 
technique of today follows the line of the wedge- 
shaped incision, starting just behind the ears. It 
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is important on removing the brain to tie the 
blood vessels entering the cranium or, if too short, 
insure the prevention of leaks by filling the or- 
ifices with plaster of paris. The calvarium is re- 
placed and secured by suturing the connective 
tissue at each side of the head to prevent dis- 
placement. 


Although the technique I have outlined will 
vary somewhat in various sections, those points 
which are of such assistance to funeral directors 
in preparing the necropsied body should be con- 
stantly borne in mind. 


In closing, let me say that Osler’s old maxim 
“More diagnoses are missed by not looking than 
by not seeing” is easily applied to the obtaining 
of necropsies. If we train our interns to ask for 
permission to perform a necropsy on every case 
that dies, we will see our necropsy percentage 
rise slowly and steadily to, I am sure, a figure of 
at least 30 per cent, for it has been true with my- 
self, and others with whom I have discussed this 
matter, that very often the relatives you expect 
to refuse listen to you earnestly and often give 
their consent. 


Summary 


Necropsies are of value in advancing medical 
knowledge and public health. 


We must conduct necropsies in a manner which 
will arouse the interest of the visiting as well as 
the resident staff, and thus produce an increase 
in the number obtained. 


We must see that our entire personnel acts in 
such a manner that it is evident to friends and 
relatives the patient has received the very best of 
professional care. If this atmosphere is created, it 
will be found to be of influence when a necropsy 
is requested. 


We believe the physician who has been in most 
constant attendance upon the patient should ask 
for the permission to perform a necropsy. 


Consideration of the funeral directors by hos- 
pitals will lead to a better feeling between the 
two groups and aid materially in obtaining 
necropsise. 
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American Hospital Association April I-May 25, 1937 


Alabama 


Hospital Service Corporation of Alabama, 
i aa lire aie a ote ou Birmingham 


California 


Insurance Association of Approved 


Hospitals Oakland 


Connecticut 


New Haven 
Norwalk 


Hospital Service Fund, Inc 
The Hospital Service Plan, Inc 


Delaware 


Group Hospital Service, Inc Wilmington 


Kentucky 
Ashland Hospital Service Association. ...Ashland 


Louisiana 


Hospital Service Association of New 
Orleans New Orleans 


Minnesota 
Minnesota Hospital Service Association. .St. Paul 


Missouri 


Group Hospital Service, Inc St. Louis 
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New York 


Associated Hospital Service of Capital 
District 
Associated Hospital Service of New 


Central New York Hospital Service 
Corporation 
Hospital Service Corporation of Western 
New York Buffalo 


Rochester Hospital Service Corporation . Rochester 
Syracuse Hospital Service Corporation. .Syracuse 
North Carolina 


Hospital Care Association Durham 


Ohio 


Hospital Service Association of Summit 


Virginia 
Richmond Hospital Service Association . Richmond 
Tidewater Hospital Service Association. . . Norfolk 


West Virginia 


Hospital Service, Inc Charleston 
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The Theoretical and Practical Aspects of an 
Association Public Relations Program 


JOHN N. HATFIELD, Administrator 


Pennsylvania Hospital, Philadelphia, Pennsylvania, and Executive Secretary, 
Hospital Association of Pennsylvania 


Concretely, it is an instrument of great value 

and effectiveness, employed by individuals, in- 
stitutions, associations, and business enterprises ; 
deliberately it is practiced by you and me. We 
seek to sell ourselves; to demonstrate, by one 
means or another, our special virtues, that those 
whom we serve, or hope to serve, might better ap- 
preciate our usefulness. Perpetually we are en- 
gaged in an educational program all ourown. And 
so it is with institutions, associations, and busi- 
ness enterprises. 


pe UBLIC Relations is really Public Education. 


The necessity for public relations or publicity 
is obvious. Big business would not spend count- 
less millions of dollars advertising if it were 
thought that public education is not essential. 
And who can deny that hospital business is not 
big business? Three and a half billion dollars 
sounds like big business to me; that is the ap- 
proximate total value of hospitals in America 
today. Why then should not hospitals individually 
and collectively develop and maintain an intelli- 
gent, logical, and:educational publicity program? 


How Hospitals Differ from Industrial Enterprises 


Hospitals are not in competition with each 
other in the sense that business establishments 
are. On the whole, they are non-profit organiza- 
tions. In this respect they differ from some of 
the large utilities whose advertising bills amount 
to an enormous total. Yet utilities, like the elec- 
tric, telephone, railroad, and radio companies, 
having practically no local competition, and in 
some instances enjoying a virtual monopoly, ad- 
vertise and then advertise some more. They, 
like hospitals, render service. Those services, 
like hospital services, are indispensable; they are 
as necessary as food, water, and clothing. 


We are electricity conscious, telephone con- 
scious, railroad conscious, and radio conscious. We 
have become educated to their uses and we are 
being told every day of the year, through a multi- 
tude of advertising media, of other and new ways 
of using more of those services. The public is 
not hospital conscious in the same sense that it 
is educated to the use of utility services. 


“ Presented at the Tri-State Hospital Convention, Raleigh, 
North Carolina, April 23, 1937. 
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The Education of the Public in Hospital Purpose 


Fear of hospitalization, the result of ignorance 
of facts, has caused the public to look upon our 
institutions as a necessary evil rather than to 
consider them in their: true light. Only a very, 
very small percentage of the country’s population 
has a comprehensive knowledge of the diversified 
service rendered by hospitals, nor does the public 
understand that the service of today is unlike that 
of many years ago. We should thoroughly inform 
the public concerning the services our hospitals 
render. The public should be made acquainted 
with our problems; it should be taken into our 
confidence. We should make the public hospital 
conscious. 


The Committee on Public Education of the 
American Hospital Association reported as fol- 
lows in 1934. “Public Education as applied to hos- 
pitals may be defined as a cooperative plan of 
utilizing every possible legitimate and ethical 
means of informing the public of the benefits it 
can expect to derive from its hospital, so that with 
an understanding and appreciation of the service 
of the institution to humanity the public may 
foster an attitude of genuine good will toward 
hospitals.” The committee recognized the impor- 
tance of good will. Their report implies a neces- 
sity for fostering hospital consciousness. Both 
good will and hospital consciousness are de- 
pendent upon comprehension and comprehension 
is dependent upon knowledge. Knowledge results 
from education. 


How to Utilize the Public Interest in Hospitals 
and Health 


Theoretically it is a simple matter to establish 
and maintain a public relations department of an 
hospital association. All that is necessary are 
money, experienced personnel, and cooperation of 
the association membership. Like every other 
venture, the more experienced the organizer, the 
more effective will be the results. The success of 
the program will be in direct proportion to the 
support it receives. 


Theoretically and actually the public is a fertile 
field in which to grow the seed of hospital service 
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information. It only remains for the public rela- 
tions department to take full advantage of the 
natural interest in hospital and health matters 
and to utilize every available means of broadcast- 
ing service facts. The most effective medium of 
transmitting educational material is through the 
newspapers. Magazines, trade journals, and all 
sorts of association, fraternal, church, and club 
bulletins will give free space for worthwhile arti- 
cles dealing with hospital subjects. The radio is 
an excellent medium and should be used, prefera- 
bly, for a series of broadcasts. By word of mouth, 
too, hospital facts can be presented most effec- 
tively to members of men’s and women’s clubs, 
fraternal, business, church, and recreational clubs. 
Great are the possibilities in these groups because 
a substantial percentage of our total population 
are members of one assembly or another. It only 
remains for a systematic and thoroughly organ- 
ized speakers bureau to contact them and arrange 
for speakers. 


Promoting a Public Education Program 


Theoretically, financing should be easy. It 
should be voluntary and contributions should be 
made according to a prescribed formula. 


Theoretically, every hospital administrator and 
every trustee should cooperate both in seeing to 
it that their hospital contributes to the publicity 
fund and that they themselves participate in 
every possible phase of program activity. 


Theoretically, the progressive development of 
hospitals, their operation, the services they ren- 
der; all are of interest to the public. In a way it 
is a curiosity interest, an interest which, if satis- 
fied, can become an understanding interest, thus 
a powerful influence. 


Theoretically, educational material should pre- 
sent the facts. It should describe the many diag- 
nostic and treatment procedures. It should 
describe equipment and its function. It should 
inform the public concerning the many depart- 
ments of the hospital; why and how they operate. 
It should reduce to understandable language, most 
of the scientific and professional terms employed 
in everyday hospital procedures. It should be 
directed toward the elimination of fear from the 
minds of prospective patients. Theoretically, once 
these things are accomplished and when the pub- 
lie is cognizant of the needs of the hospitals, they 
will rally to their support. 


Theoretically, therefore, it should be a simple 
matter to establish and maintain a public relations 
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or educational program, for it should be easily 
financed, it would have a fertile field in which to 
grow, it should receive the full support of hospital 
executives and trustees and it would have an in- 
exhaustible supply of factual, scientific, and 
romantic material to broadcast. It should follow 
then, as night follows the day, that the public 
will become hospital conscious. 


Coming down to earth and planting our feet 
squarely on solid ground, we find that the theo- 
retical and the practical applications are not in 
equilibrium, nor can they be. We might expect 
the practical to approximate the theoretical but 
here our reasoning, although sound, is out of tune 
with facts based on experience. 


Interest and Initiative Needed 


I shall not attempt to tell you why every hospi- 
tal and every sectional hospital association has not 
undertaken to establish an organized educational 
program. The reason, I suppose, is the same 
which applies to the failure of every community 
to establish a group hospitalization scheme for 
the benefit of the public. We all know there is a 
great need for them but lack of either interest or 
initiative or both result in nothing being done. 


During your everyday life as hospital admin- 
istrators or trustees, particularly if you are active 
in a local, state, or sectional association, you meet 
the fellow who is alert, progressive, possessed of 
an exploring mind, hard-working, and broad- 
minded. On the other hand you meet the fellow 
who is self-satisfied, self-centered, non-progres- 
sive, easy going, and an obstructionist. The first 
fellow is the one who puts vitality into an organ- 
ization such as the one meeting here today. He 
is the one who makes the wheels go round; who 
thinks of progress in terms of the whole hospital 
field instead of his own institution. He is the 
man who works and thinks and produces. The 
other fellow is a skeptical person, ever ready to 
criticise, never a contributor to contemporary 
thought, always backward and addresses meet- 
ings and participates in discussions after they 
have occurred. He neither works nor thinks nor 
produces—he floats along on the wave created by 
the boat which the first fellow is propelling. 


The Public Relations Program in Pennsylvania 


For three years I have been conducting an edu- 
cational or public relations program in conjunc- 
tion with my duties as executive secretary of the 
Hospital Association of Pennsylvania. I have 
met both the fellows just described and I assure 
you the fellow in the boat is by far in the minor- 
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ity. Despite lack of cooperation and interest on 
the part of the majority of our members, I hon- 
estly feel that a great deal has been accomplished. 
The results cannot be measured—they are what 
we call intangibles. Nevertheless, I sincerely be- 
lieve that every hospital and every hospital asso- 
ciation should initiate and maintain a well organ- 
ized publicity department. 


Now let us get down to the actualities; to the 
practicalities. In Pennsylvania we have expe- 
rienced our disillusionments and we have had no 
easy time selling the idea of publicity to our 
association members. During the past three years 
we have spent between six and nine thousand 
dollars a year on the program. A third of that 
time we had a half-time publicity man and the 
remainder, a man giving full time. We started 
at scratch, as it were, and felt our way. We ex- 
perimented here and there, found a base now and 
then and adopted policies once we were sure of 
procedures, to guide us in the future. One lesson 
we learned early was that publicity, to be effec- 
tive, must be localized. That meant writing a re- 
lease and adapting it to the local hospitals all over 
the state. Where statistical and other factual 
material was lacking, we perfected a formula and 
adapted it to the individual hospitals, or, in some 
instances to a group of hospitals in a given com- 
munity or section. 


We let it be known that we were ready and will- 
ing to prepare long or short speeches for delivery 
to all sorts of assemblages or over the radio. We 
informed our members that almost instantly we 
could respond with short or long articles for news- 
paper items or features. We simultaneously re- 
quested that contributions to the publicity fund 
would be welcomed and urged prompt action. We 
asked that everybody cooperate by not only requi- 
sitioning speeches and newspaper releases but by 
contributing data and information which would 
enable us to produce timely and locally interesting 
material. 


For three years we have been sing-songing 
these requests month after month. We have tried 
to shame our members into action. We have 


pleaded and threatened but to no avail. True, 
there are a few, who have responded regularly 
and assisted us in every possible way. It is not 
necessary for one to consult the occult or resort 
to psycho-analysis to determine whether or not 
these fellows are the ones who propel the boat. 
Their heartening support has given impetus to 
the program and made it worthwhile to continue 
under great difficulties. 


Notwithstanding the many obstacles which 
have been thrown in our way and although we 
have not had the cooperation we might reasonably 
expect, we have gone right along creating our own 
material and distributing it wherever we could. 
The newspaper editors have been most kind and 
apparently have welcomed our releases. [n Penn- 
sylvania there are some 550 dailies and preeklies. 
Approximately 250 of them are regularly printing 
‘one of our features “It’s a Fact.” These short 
articles are localized in the sense that they appear 
under the authorship of nearly thirty administra- 
tors all over the state. A surprising and pleasing 
result has been the editorial comment the articles 
have evoked. 


Practically, it is not a difficult matter to initiate 
and maintain an educational program. Practically, 
adequate financing of a program constitutes a 
major problem unless some god-father comes 
along and offers to endow the effort. Practi- 
cally, the undertaking will not receive the coopera- 
tion of even the majority of hospital executives 
and trustees. 


Public education is so essential that almost any 
publicity is better than none at all. It is better 
that a centralized agency, organized for the pur- 
pose and responsible for its product, systematic- 
ally and authoritatively prepare and distribute 
hospital service facts than to have no facts pre- 
sented at all, or to have facts distributed spas- 
modically and sporadically by unauthorized or un- 
informed persons. 


I urge your association to give serious thought 
to the matter and sincerely hope you will seek the 
wherewithal with which to operate a program. 





Mosquito Control 

This is the time of the year when hospitals 
should look to mosquito control. A particularly 
vicious and prolific variety breeds in water drains, 
traps, and other places within the building where 
water collects. Treating such places with oil pre- 
vents breeding in such places. 

In permanent pools or ponds on the grounds, 
planting of small fishes will control breeding. 
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When the banks are clean. When grass and under 
growth line the banks, one or two sprayings of 
oil will serve the purpose. 


Water in vases or other receptacles should be 
emptied frequently and not be permitted to re- 
main in open containers either within the build- 
ings or on the grounds. Open tanks, cisterns and 
other small water reservoirs of this class should 
be covered with metal screens. 
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Organization of the Ideal Anesthetic Department 


ANNE WILLENBORG, R.N., Chief Anesthetist 
St. Joseph Hospital, Chicago, Illinois 


tal to have an efficient and well organized de- 

partment of anesthesia. My thoughts, of 
course, are directed towards the institutions em- 
ploying the nurse anesthetist and conducting 
schools of anesthesia for nurses. 


[ SHOULD be the desire of every modern hospi- 


The rapid advancement in anesthesia during re- 
cent years has greatly improved the methods of 
administration. With the variety of anesthetic 
agents introduced and with the greater knowledge 
of their effects, has come the need for greater 
skill on the part of those to whom the responsi- 
bility of their administration is intrusted; hence 
the study of anesthesia is a specialty in itself. No 
hospital is complete without a service or depart- 
ment of anesthesia under expert supervision. 


The advantages of having an organized depart- 
ment of anesthesia are certainly appreciated, and 
wherever such exists, the department becomes a 
matter of pride to the hospital. Once the depart- 
ment is organized and the surgeons have experi- 
enced the advantages of the services of the well 
trained anesthetist, it is not difficult to obtain the 
cooperation of the entire staff in the further devel- 
opment of the department. 


The Department Staff 


The staff may consist of the anesthetist-in-chief 
(a nurse) and two or more assistant anesthetists, 
also nurses. The anesthesia department owing to 
its relationship to surgery functions directly 
under the chief surgeon and the associate mem- 
bers of his staff. The work of the nurse anesthet- 
ist should be limited to anesthesia, for in this 
way only can the anesthetist fulfill her obligation 
of guardianship of the patient from the time he 
reaches the surgical pavilion until he is returned 
safely to bed in his room. 


The person who directs the department must be 
well trained in the methods of administration of 
various anesthetic drugs and be thoroughly fa- 
miliar with the requirements of the surgeons in 
her particular institution. She should have abil- 
ity as a teacher and executive and have a natural 
aptitude for study. Anesthesia is rapidly becom- 
ing more and more technical and in the face of 
the present day trends, the nurse anesthetist must 
be versed in recent literature and keep abreast of 
the rapid changes. 


Presented at the Tri-State Hospital Assembly, (Illinois, In- 
diana, and Wisconsin), Chicago, May 5-7. 
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The duties of the anesthetist-in-chief include 
the responsibility for her staff and equipment. 
She should personally train and supervise the 
members of her staff, and pass judgment on the 
ability of each member to handle each anesthetic 
procedure. She should be available for consulta- 
tions on any problem or complication in anes- 
thesia. She should be responsible for assigning 
each case to the different members of her staff. 


The Selection of the Anesthesia Staff 


All members of the anesthesia staff should be 
selected with regard to their ability to work with 
students, dependability, and willingness to co- 
operate with the head of the department and other 
members of the staff. It is imperative that all 
members of the anesthesia staff strive to correlate 
practical administration with theoretical instruc- 
tion, and have a systematized technique perfected 
to meet the requirements of the individual sur- 
geon. Weekly conferences should be held by the 
staff for the discussion of educational problems to 
make certain there is no variation in technique. 


Great progress has been made in the last dec- 
ade not only as to the discovery of the anesthetic 
properties of such gases as ethylene and cyclo- 
propane but also in the improved technique and 
methods of administration. 


The problem remains for teaching and training 
a sufficient number of nurses to meet the growing 
demand for the qualified anesthetist. The anes- 
thetist is in my opinion, going to acquire increased 
importance in the hospital personnel when she 
manifests an interest in organization work which 
should be encouraged. She should be given every 
opportunity to meet with her fellow anesthetists, 
to compare notes with them, to listen to papers, 
to visit hospitals, clinics, and laboratories; in 
short she should be afforded the same advantages 
for advancement as that furnished for the sur- 
geon, who must come to realize that the anes- 
thetist’s broadness of vision is as essential as his 
own, and that in many ways the part she is play- 
ing in the role of modern surgery is almost as 
significant and important as the one assigned to 
him. 

This specialty has become organized into state 
and national organizations through meetings, pro- 
grams and publications through which better 
anesthesia has been promoted. 


107 





A Different Viewpoint on the Hospital 
Laundry Service Problem 


S. FRANK ROACH 
Medical Center, Jersey City, New Jersey 


trators, it was the writer’s privilege to sit 

in with a group who were discussing the 
“Hospital Laundry Service Problem.” It is rather 
interesting to record that the group as a whole 
was a rather fine cross section of the hospital 
field for its spread was all over the United States, 
and the bed capacity of the hospitals represented 
ranged from 250 to 700. One of the questions 
being debated was, “Will it ever be possible to set 
up a standard policy and a fixed program, i.e., to 
‘control’ the laundry requirement of hospital 
operation?” 


A T A recent gathering of hospital adminis- 


The writer did not participate in this informal 
meeting, but he was intensely interested in every- 
thing offered and, therefore, believes that this 
occasion permits him to offer his reactions to 
what did take place. He hopes further that the 
practical suggestions to follow will in a measure 
give food for thought to all concerned, if as he 
believes, the administrator wants to direct this 
feature out of the channel of disappointment 
which it now travels in many institutions. 


Control Versus Regulation 


To begin with, the term control—and what it 
represents—is the stumbling block. It is the cause 
for so many failures in this specific field, that it is 
high time we placed it in the discard. Until the 
hospital administrator decides to drop this desire 
to control and substitutes regulation instead, 
there is little hope for working out a satisfactory 
policy which can be adopted as a universal pro- 
gram. 


By control we set up an authority, we govern, 
we restrain, we place a limitation on what is al- 
lowed. By regulation we create man-made rules, 
subject to common-sense adjustments to conform 
with an emergency, without having to wait until 
an Official endorsement is procured. Surely a pol- 
icy such as regulation is much more acceptable to 
avoid red-tape procedure and the delay it in- 
volves. 


When we refer to a control as being the ideal 
policy by which to operate in this specific field, we 
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look upon the problem involved from a wrong 
viewpoint, since the control actually embraces 
only the collection and delivery of the aforesaid 
service. In other words we plan from the top 
down, with little if any thought bestowed on the 
foundation unit, the hospital laundry itself, and 
how it is operated. When we adopt regulation we 
plan and build from the laundry unit, and dove- 
tail into a harmonious program all that we find 
embraced in the complete laundry service require- 
ments, with a fair and just consideration given to 
every other division involved. The results of any 
other procedure are purely problematical. 


If we were to honestly analyze the failures we 
can find all around us, we would find without 
much effort, that such failures were brought 
about by those who have tried to install this rigid 
control policy, thereby overlooking the relation- 
ship of the laundry unit to the whole undertaking. 
By the same token, trying to justify the labor cost 
required to record what is performed, according 
to this control system, (which entails by whom, 
where, and when, merely shows us the quantity 
used, plus the volume received for processing and 
nothing else) strikes the writer as a waste of 
time and money. While it is true you are placed 
in a position to observe the various fluctuations 
that occur, you are never in a position to correct 
them, because the demands are positive, and must 
be met, irrespective of your desire to control 
them. 


To insure accurate control it is imperative that 
a double check be provided, one by the division 
sending the work to be processed, as well as the 
one by whom it is received after processing, other- 
wise such records would have a doubtful value. 
The uninitiated may exclaim that there is nothing 
very difficult in providing this feature to carry 
out such a method. But—as a matter of fact it’s 
a real handicap, and it is rather hard to furnish a 
procedure, which will click on every occasion, 
without delay and disturbance making their ap- 
pearance in quick order. 


From my own experience, I have observed 
seven disturbances out of a set-up involving ten 
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different stations, where the total delays 
amounted to the loss of one hour, between the 
frst and last pick-up, and a corresponding loss on 
the same number of deliveries. The cause and 
reason is obvious. Either the laundry representa- 
tive was late or the member of the nursing sec- 
tion assigned to this requisite, was busy else- 
where, or vice versa, therefore the fixed program 
falls by the wayside in regulation performance. 


Now a loss of time such as just mentioned, 
(sixty minutes) in a usual working period of an 
eight hour day may strike some as of little conse- 
quence. But when we couple this loss of time, 
with a number of mechanical gadgets standing 
idle, and a personnel twaddling their thumbs wait- 
ing for work to perform, we look upon a picture 
that shows waste and extravagance of a known 
value. Especially when your laundry unit is pro- 
grammed to receive this work at a specific period, 
and must wait to handle it when it does arrive. 
Such an outcome is chargeable to where we find a 
rigid control system operating. 


No one will question the value of establishing 
records of worth-while performance, that can be 
used as a reference for real information. But can 
we honestly believe that a situation such as results 
from a rigid control laundry service policy has 
any such value? The writer believes not. The 
fluctuation shown cannot be used as a criterion to 
follow, as to the amount used, because of the vari- 
able conditions found in the hospitalizing problem 
related to such patients. 


The writer suggests we devote more time and 
study to regulation beginning from the laundry 
unit and moulding our policy so as to have every- 
thing involved in harmonious unity; thereby fore- 
stalling disappointment and disturbing situations 
brought about by a complicated system, con- 
structed from only a partial consideration of this 
requirement of hospital operation. 


Specific Factors in the Laundry Service Problem 


Before going into the suggested routine of laun- 
dry performance, it might be appropriate to offer 
for quick consideration, a sketch of the founda- 
tion and structure of this specific service problem, 
in order that we may understand to better ad- 
vantage what we have confronting the hospital 
administrator. 


There are four factors, that demand specific 
consideration, and while they are individually 
Separate in character, in their application to the 
Problem at hand it is of utmost importance that 
they function as one. The factors are: the in- 
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stitution operating the service; the laundry unit 
performing the service; the supervision of the 
service; and the supplies involved in the service. 


The Institution 


We have the institution, commonly termed the 
source. It has a fixed capacity of beds for patients’ 
hospitalization. 


There has been established by test, the amount 
in pounds of laundry service, a patient will use in 
a twenty-four hour period, (at the Jersey City, 
New Jersey, Medical Center, this figure is nine 
pounds, per day, for direct service) which is a 
fair average. This amount was arrived at by bal- 
ancing the acutely sick with the convalescent type 
case. Incidently we also established this data, 
that the patient is also the cause of three addi- 
tional pounds, per day, which is used in general 
procedure throughout the institution in their com- 
plicated welfare, this we term semi-direct service. 
In addition we find that the self same patient is 
responsible for three more pounds, per day, used 
by the staff, (nursing division and internist) in 
the complete maintenance required by this ele- 
ment. Therefore, we at this institution set-up a 
figure of fifteen pounds, per day, per patient, as 
the volume that enters our laundry unit for daily 
processing. 


The reasoning to follow from such information 
is this, if your institution has an average daily 
census of patients reaching let us say 300, the 
daily volume received by your laundry unit at an 
average of 15 lbs. per patient would be 300 x 15 
Ibs. = 4500 Ibs. 


If in the event you were planning a new institu- 
tion and wished to be guided as to how much of a 
laundry capacity you required, the set-up for this 
consideration would be: 300 x 15 lbs. — 4500 
Ibs. X 25% = 6000 lIbs., in other words the ca- 
pacity should be based on the above data, to insure 
a satisfying unit. 


The Laundry Unit 


The second point relates to the unit, pre- 
supposing you are a going institution. How is it 
equipped? What is its condition, is it obsolete? 
If not, from where does its weakness come? All 
of which is decidedly important to know, parti- 
cularly if there is complaint on the present return 
in this service, and very important to any one 
planning to better the existing service. 


We do not try to build on a questionable foun- 
dation, neither should we exact from a shaky 
structure, a demand greater than its rightful 
value. The last straw in the pile was what broke 
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the proverbial camel’s back, the extra pound re- 
acts in the same measure from a dilapidated hos; 
pital laundry unit performance, desire creates 
such a medium, the result obtained tells the story. 


You can demand and the human element in- 
volved might deliver as requested, but the mechan- 
ical gadgets perform from a fixed schedule of 
their capacity and that’s that. If they are weak 
or below normal operation, we can only expect 
such production; you cannot make them respond 
by cracking a whip. The same measure of con- 
sideration holds true in relation to the agents em- 
ployed to maintain and operate, (Heat, Power, 
and Water). I refer to fluctuation in boiler steam 
pressure, occasional loss of power, to drive the 
machines, and an absence of hot-water when re- 
quired. The executive sitting in his office seldom 
has these failures to respond, brought to his at- 
tention, because they are periodic, but down in 
his laundry unit he can find when these factors 
are present, a snarling and biting that contains 
many expressions of disgust unmentionable at the 
moment, and brought about by such failures to 
respond a full hundred per cent. 


Another contingency remains to be spoken of 
before we go into the next step. The accessories 
used, such as soap, soda, blue, bleach, etc. There 
is altogether too much evidence on hand that in- 
forms us of a tendency to purchase these factors 
from a price purchasing viewpoint instead of 
from a quality foundation. 


Cheap soap at any price is a costly purchase, 
even though we use a large quantity of it. The 
reason is significant, and it seldom makes its ap- 
pearance until the damage is done, and uncor- 
rectible. I refer to those concoctions so loaded up 
with cheap filler, such as soda ash, caustic soda, 
and low grade bi-carbonate soda, with a percent- 
age of real soap content (prime tallow fats) much 
below the quality grade that real soaps have, so 
that in such a purchase we do not get even the 
supposed value claimed by the dealer who makes 
this sale. The best soap is none too good, be- 
cause as a rule we wash the same articles every 
third day at a minimum, and often many are 
washed every other day. 


Hospital laundry service articles are not worn 
out by use, but by processing for re-use. Your 
replacement bills for these supplies tells you this 
story more vividly, than any words I might offer, 
and perhaps more effectively after a short study. 


Supervision of the Unit 


The third point, finds us face to face with an 
inescapable factor, we are aiming to study this 
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problem from a production viewpoint, having in 
mind the cost of economic production, as well as 
quality of the performance. The factor deals with 
the supervision of the unit. 


Is the directing agent sufficiently qualified by 
experience and ability to get from his staff and 
unit a full measure of value; and is he able to 
eliminate or correct the disturbances we find cre- 
ated in this specific field, without unloading it in 
the front office to add to the already overload of 
general conditions found there? Because, and this 
is said advisedly, we can as a rule find as much 
complication in this field, as can be found in any 
other common situation, and at times a little 
more. I say this after spending a lifetime in this 
environment, let the occasion be what it will. 


As a matter of fact, it seems that no matter 
what occurs, if the laundry has any relationship 
with the occurrence, when responsibility for the 
feature is handed out, we find an armful being 
given to those in this field, notwithstanding that 
the relationship is no closer than a thirty-third 
cousin. 


To set up a standard requirement to cover the 
qualification necessary to direct a hospital laundry 
unit, we should expect to have an individual well 
versed in laundering method and procedure as 
practiced in a commercial laundry unit. If we 
want to have this direction to include the furnish- 
ing of this service to a hospital and held in the 
responsibility of such performance, he should be 
in addition fairly well set-up as an executive, in 
order to cope with all that can develop under this 
added responsibility.. Nor is the latter the lesser 
of either requirement. 


To expect that a strong back with a weak head- 
piece; or that a sober conscientious worker who 
lacks ability, can stand up and deliver all of 
the demands made, is as misleading as it is costly. 
And yet if an honest survey was to be made as to 
qualifications, and then balanced with what is 
being received in terms of satisfactory results, 
one would then be in a position to determine a 
true value. Unfortunately it can be found that 
first cost, (the wages paid) is the reason for many 
of the failures we find in this field. 


If a little more thought was bestowed in weigh- 
ing up, all that is contained in this specific re- 
sponsibility, there is no question but it would be 
found very profitable to have the salary fit into 
the demands of such a qualified individual, when 
being interviewed. In other words, if the appli- 
cant’s references justify, he should be asked the 
salary he expects, and if it is within reason he 
should receive it at the very beginning. This pro- 
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cedure is advised from this viewpoint, if the appli- 
cant is in a position where he must have employ- 
ment because of his personal background, and he 
is thoroughly capable, you are only going to hold 
him until he finds a more profitable vacancy. But 
on the other hand, if you take him at his price, 
you are liable to get a real jewel, and that result 
as a rule takes a load off your mind, and involving 
perhaps only a small amount of money over the 
figure paid your last failure. 


Personally I am wary of the applicant who tries 
to sweep me off my natural stance, in singing his 
own praise, this individual is hard to teach, he 
fixes his own limitation, leaving little room for 
higher education, a dependable opportunity in this 
progressive age, and in this specific field, and no 
door should be closed to accept it when offered. 
This statement is made with sincerity because of 
the fact, that after almost forty years of associa- 
tion in this field, the only factor left since this en- 
trance is the background of cleanliness. 


Method and procedure as practiced years ago 
has developed a transit that beggars description. 
The why and how this laundry requirement is 
processed as of to-day, is the result of changes 
advised from scientific and practical experience, 
and the valuable and important background of 
this situation is this, that allows us to grasp such 
advancement, so that he who knows it all is rather 
a superman instead of being just a student. In 
this field such a belief develops into a fake quan- 
tity, no matter how charitable we receive such 
claims for distinction. 


The writer likes to make contact with (when in 
the market for help) the person who knows and 
understands what is required, and freely states 
his competence, and admits he has an open mind 
to improve on what he claims to be his back- 
ground, when given the opportunity, such an in- 
dividual is going to be an asset, not a problematic 
liability. 


When an applicant makes his appearance for 
an interview, especially if a vacancy exists, do not 
hurry your decision, even though you are con- 
fronted with a disturbing situation; a few hours 
more or less might prove to be the difference be- 
tween a good and a bad bargain. 


Conflictions and disturbances are to be expected 
in this specific field, they are common occurrences. 
It is the capable laundry supervisor who prepares 
for them in advance, meets them when they occur, 
and insures against them appearing again. 


Contrary to a misguided belief in many quar- 
ters, there is not available a plentiful supply of 
Competent laundry men, the most competent are 
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found in the commercial field, therefore, the place 
to go for help is the concern in your locality that 
caters to the public demand. Try this suggestion 
the next time you are in difficulty, and watch the 
results. 


Supplies Involved in the Service 


The pivot to swing on in order to have a satis- 
fying laundry service, is the amount of supplies in 
circulation to meet the demands of an active in- 
stitution’s laundry service. 


We are too often prone to accept the present 
supply as all that it should be, when as a matter of 
fact, if a survey were made, we would probably 
find that almost every service disturbance had its 
origin in an insufficient supply. Unless one really 
enjoys break-up in an efficient policy of unit oper- 
ation, by insisting on emergency deliveries to 
bridge over such shortages, such a conclusion 
should yield an entirely new viewpoint. Do not 
forget that it adds to the cost of production, when 
we interrupt a fixed program set-up for the laun- 
dry unit. Only one lacking in the fundamentals 
involved loses sight of the fact that hurry-up per- 
formances are a costly procedure in this field, be- 
cause it also breaks down a fine morale by throw- 
ing all concerned away from the natural stride. 


To conform to just ordinary demands, no active 
general hospital should attempt to operate their 
laundry service with less than a five plus standard 
amount in circulation. Not, at any rate, if it hopes 
to be able to fulfill such service demand satisfac- 
torily, or when required. The nurse is thrown off 
balance by the failure to complete her. routine as- 
signment within the time specified, and the next 
bed patient is obsessed for the moment with the 
belief, that nothing is going to be done to make 
them more comfortable, because of such a short- 
age in these supplies. 


Therefore, we acquire a double responsibility in 
providing the “required amount.” By all means 
make this feature your first step. 


Determine by investigation how you are oper- 
ating as to the amount in circulation, and if below 
the amount suggested, see that it is brought up to 
the figure specified. And then note how the dis- 
turbances within your laundry unit disappear, 
(assuming the capable direction previously men- 
tioned) and how the nursing section appreciates 
the absence of such disturbance. 


While this presentation in a measure records 
the writer’s reaction to what took place at the 
period specified, he is of the further opinion that 
no move of correction should be made until a sur- 
vey was made of what you have. 





Effect of Hard Water on Laundry and 


Linen Replacement Costs 


J. LINCOLN MacFARLAND, Superintendent of Laundry and Housekeeping 
The Woman’s Hospital of Philadelphia 


water impure. Important impurities are bac- 

teria, dissolved gases, and soluble salts. 
“Hardness” is present in the form of the carbon- 
ate, nitrate, and sulphate salts of calcium and 
magnesium. Intensity of hardness varies directly 
with the quantities of these elements present in 
definite amounts of water. Measurement of this 
intensity of hardness is made by use of the soap- 
destroying properties. The amount of a stand- 
ardized soap solution required to raise a suds on 
test samples of water can be interpreted to express 
“degrees of hardness.” <A degree of hardness is 
equivalent to the solution of one grain of calcium 
carbonate in one U. S. Gallon. 


C rrster im with earth and air renders all 


The Measure of Hardness in Water 


Water containing less than three grains of 
hardness per gallon aré considered “soft.”” Waters 
of from three to six degrees of hardness are 
“moderately hard.” Waters over six degrees are 
“hard” and over twelve are “very hard.” Hard- 
ness in water is cause for scale in boilers. Salts 
of calcium and magnesium in the presence of soap 
react to form an insoluble precipitate known as 
“lime-curd” or “lime-soap.” 


Water supplies throughout the country vary in 
hardness from almost zero degrees of hardness to 
over a hundred in some localities. The average is 
about ten. Unfortunately this hardness is capable 
of destroying about ten times its weight of soap. 
This would mean in a normal sized washer in 
which about one hundred gallons of water are 
present on the first operation that there would be 
destroyed by water of average hardness approxi- 
mately one and one half pounds of soap. Multi- 
plying this by the number of loads washed each 
month the gigantic waste of this condition be- 
comes evident. 


The waste of soap is not by far the most seri- 
ous effect of the use of hard water in the laundry. 
The greatest problem is the existence of the pre- 
cipitated lime-curd on the wheel and on the 
fabrics. The extraordinary adhesive powers of 
lime-soap particles eliminates the possibility of 
overcoming the problem by thorough rinsing. 


Effects of Lime-soap on Fabrics 
Characteristic effects of lime-soap include grey- 
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ing and yellowing of fabrics. Frequently the use 
of increased quantities of bleach to overcome this 
difficulty results in the high tensile strength loss 
of the fabric and in excessive bleach costs. Lime 
soap deposits on wash wheels make necessary 
sudsing and rinsing in the continuous presence of 
adhesive soil. Built-up deposits of lime soap have 
a water-proofing effect on linens interfering with 
the thorough penetration necessary for good laun- 
dering. The appearance of lime-soap specks on 
fabrics results in grease spots on exposure to 
ironing temperatures. Existence of even an in- 
visible coating of lime-curd on linens contributes 
to their shorter life. 


Intelligent use of alkalies possessed of great 
deflocculating powers, permitting a rinsing out of 
a greater portion of the lime soap is the best 
single instrument to reduce the effects of the evil. 
Although perfect control of all the elements of 
washing formulae can eliminate partially the ill- 
effects of hard-water washing, it is impossible to 
erradicate totally its effects on either quality of 
work, laundry wash-room costs, or linen replace- 
ment costs. 


Solution of the Hard Water Problem 


The only efficient solution of the problem re- 
solves itself on the installation of water softening 
equipment for the treatment of the laundry water 
supply. The continuous flow permutit type of 
water softener is best adapted for this work. The 
permutit softener employs either a natural or 
synthetic complex sand called “zeolite.” Zeolite 
possesses, the unique property of the ready ex- 
change of its metal ion while the compounds 
formed remain insoluble. 


The zeolite sand is arranged in a large vertical 
cylinder and the water supply is filtered down 
through the sand in the softening process. In 
the process of filtration the hardness forming 
salts exchange their calcium and magnesium for 
the sodium of the sand. The sodium products 
thus formed have no detriment in the subsequent 
use of the water for laundering. 


When all the sodium of the sand has become 
exhausted, recharging is necessary. The flow is 
reversed and sodium chloride in the form of salt 
brine is run up through the filter and the sodium 
replaces the magnesium and calcium hardness 
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which is flushed off at the top and the filter is 
ready to resume its function of softening water. 


Installations of the permutit type of softeners 
are available from numerous manufacturers. with 
payments made on a basis of the savings through 
its presence. The upkeep of the permutit system 
in addition to the slight labor cost involved con- 
sists of the purchase of salt for recharging. 
However, the cost of salt for softening water is 
incomparable with the high cost of soap used for 
the same purpose in the wash wheels. 


In accordance with the particular degree of 
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hardness of the water supply a softened water is 
capable of savings of more than fifty per cent on 
soap and alkali costs with reductions of from 
twenty to forty per cent on linen replacement 
costs. 


Briefly, hardness in water is responsible in the 
laundry for the production of a lower quality of 
work at higher costs for soap, alkali, bleach, and 
sour, with greatly increased linen replacement 
costs. Its evil may be removed so readily that 
the matter certainly deserves both consideration 
and action. 
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Hospitals Day by Day—Some Pointed Paragraphs 


WALTER E. LIST, M.D., Superintendent 
The Jewish Hospital, Cincinnati, Ohio 


sider the installation of an artesian well. It 


' YOU install an air conditioning system, con- 
will pay for itself in a short time. 


% * % 


The medical records of an intern or resident 
reveals the extent of his medical knowledge. It 
also is an index to his efforts, promptness, alert- 
ness, and personality. Your record librarian can 
tell you much about your interns and residents. 


Ke * % 


It is not wise to eliminate any of the records 
from your medical histories in order to save stor- 
age space. 


* % % 


Encourage your interns and residents to be 
agents of good will. 

* * % 

If you can save 1 cent per meal per person by 
efficient supervision, your return will be worth- 
while. 

‘ % % % 

Make landscaping your hospital grounds your 
hobby. It is not only a good outlet for your pent- 
up energy, but it will make your hospital grounds 
attractive. 

% % % 

Have your maids, attendants, and orderlies re- 
port for personal inspection each morning before 
going on duty. 

sy * % % 

Nurses’ aides and orderlies should receive sys- 
tematic instructions in their duties. 

% % * 

The appearance of your dietetic trays served to 
patients tells a many-sided story. It pays to have 
them inspected closely. 
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If you cooperate to the fullest extent with your 

staff doctors, they will cooperate with you. 
* * * 

Hospital administrators should cooperate in the 
development of a per capita per diem cost on a 
comparable basis, in order that they may make 
available statistics on a comparable basis. 

* * * 

Turn at least one staff meeting a year over to 
your interns and residents. The excellence of 
their papers and discussions will be a pleasant 
surprise. 

* * * 

It will pay to inspect and count all supplies de- 
livered to your store room. 

* * * 


Have HOSPITALS, the official magazine of the 
American Hospital Association, sent to the home 
of each Board member of your Institution. The 
better informed your Board members are, the 
easier your job will be. 

*% * * 


The cost of raw food per meal has increased 
progressively in the experience of one New Eng- 
land hospital. The figures are as follows: 

12.7 cents 
13.7 cents 
16.3 cents 
17.11 cents 


The Robinwood Hospital of Toledo, Ohio, gave 
to each of the 250 mothers of the babies born in 
the institution during 1936 and 1937 a three-year 
old blue spruce tree planted in a pot and arranged 
for re-planting in the home. The blue spruce is 
one of the most beautiful and ornamentive of the 
decorative trees. 
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Standardization—Is It Worth While? 


WILLIAM A. GATELY 
Committee on Simplification and Standardization 
“Standardization is to regimentation near akin, for the dividing partition is but thin” 


ITH apologies to Pope, this appears to 
WY creer the reaction of many people to 
standardization—a surprising condition 
when one stops to think of how necessary and 


beneficial standards are for the comfort, con- 
venience, and progress of the human race. 


What a chaotic world this would be if there 
were no standards of speech, time, money, 
weights, or measures! Imagine trying to convey 
our thoughts to each other if every man had his 
own individual set of words; or keeping appoint- 
ments if each had his own distinctive way of tell- 
ing time; or buying without uniform money 
schedules; or trying to convey an idea of distance 
by referring to the length of a man’s arm or the 
breadth of his hand. Consider the plight of man 
if nature had given each of us a different set of 
organs or had placed each organ in a different 
place for each person. How would doctors treat 
the sick with no standards of diseases, symptoms, 
or reactions? How could hospitals function with 
no standards of equipment, practices, or regula- 
tions? 


It appears, therefore, that we are surrounded 
by and live with an almost innumerable set of 
natural and man-made standards with practically 
none of which we would dispense if we could; yet 
man still retains his individuality of thought, 
choice, speech, action, and progress. In fact, his 
range in all these respects has been greatly in- 
creased and simplified by the acceptance and use 
of standards over what it could possibly be with- 
out them. Most important of all, standards afford 
him a degree of protection obtainable in no other 
way. Apparently there is a need of and wisdom 
in natural and legal standards, but why bother 
with industrial standards? 


Business Today Is a Farflung and Amazingly 
Interwoven Pattern 


It is no longer a question of competition within 
an industry only, but competition between indus- 
tries as well—and the effect of conditions on in- 
dustries with apparently no slightest relationship. 
Jobbers along the Ohio River suffered when Rus- 
sians stopped drinking tea after the War. The 
Russians could not afford to buy tea. As a result 
India, which raised the tea, could not buy textiles 
from England. The Manchester Mills had the 
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greatest slump in sixty years. The price of cot- 
ton in this country dropped and our own South 
could not buy. Wholesalers along the Ohio River 
failed. Thus, Cincinnati families suffered because 
the Russians gave up drinking tea. 


A shipment of pianos was tied up in a South 
American port because the purchasers could not 
pay for them. A man in Omaha invented the 
Eskimo Pie with a chocolate coating. It swept 
the country, necessitating more cocoa from Equa- 
der. Trade balance was restored. Equadorians 
got their pianos, our manufacturers got their 
money, and piano workers their wages. New 
markets were opened for wire, wood, steel, and 
all things which go into a piano. 


But what has all this to do with standards? 
For one thing it means that every industry must 
now strive harder than ever before for maximum 
economy in production and maximum value to the 
consumer if it is to hold its own against compet- 
ing industries. Can standards help in the work? 
Consider what happened in the lumber industry. 


Lumbering in this country probably began 
shortly after the Pilgrims landed at Plymouth 
Rock in 1620; yet after three hundred years of 
general use, it was found that there were still in 
effect nine different thicknesses of boards, each 
known as a one-inch board. They all started out 
as one inch thick in the forest, but the process- 
ing, drying, dressing, etc., finally brought them 
to different thicknesses when they reached the 
lumber yard. Yet each different thickness was 
referred to as a one-inch board. This variation 
might not be thought to cause much inconvenience 
to the man building a new structure, but it would 
certainly be likely to cause plenty of difficulty in 
the matter of replacements. So confusing and 
misleading had the situation become by 1922 that 
mill men, wholesalers, manufacturers, retailers, 
architects, builders, and engineers finally got to- 
gether, and after working steadily for several 
years, reduced this variety to a single standard. 
It was estimated that the development of this 
standard of a uniform one-inch board for the en- 
tire lumber industry has resulted in a saving of 
two hundred million dollars a year in money alone 
—to say nothing of the lessening of misunder- 
standings, delays, annoyances, and other factors 
not translatable into terms of money. Did the 
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lumber industry need it? Well, a few years ago 
manufacturers of substitutes in competition with 
lumber were spending thirty million dollars a 
year and more to promote their products and get 
a larger share of the lumber dollar. 


Consider the automobile industry. Twenty-five 
years ago every manufacturer made his car as 
distinctly different as possible from every other 
car—even down to having a different type or 
count of thread on the smallest bolt. True, the 
consumer had to pay several thousand dollars for 
a car, the manufacturer sold comparatively few, 
the breaking of any part meant weeks of delay 
and the price for replacement was high, but think 
how individualistic everything was. Fortunately, 
being a new industry, it did not take long for it 
to recognize the wisdom, and incidentally profit, 
to be obtained through standardization and co- 
operation. Today nearly everyone can afford a 
car, there is far less trouble and expense for 
maintenance and operation, and much greater 
comfort and enjoyment for all. As a result, the 
motor industry leads all others in this country. 


When the Consumer Begins to Buy 


Judging from these examples, it looks as though 
standards were a job for industry with the con- 
sumer sitting on the sidelines and getting a share 
of the cream. But what happens when the con- 
sumer begins to buy? Suppose, for example, that 
he decides to build and furnish a house. He first 
finds himself confronted with the need of making 
a selection from brick, cement, concrete, hollow 
tile, lumber, and a number of other products for 
the shell. Then he must select from copper, brass, 
steel, slate, stone, fibre board, and other items for 
the trim and accessories. Should he use asbestos 
shingles or cedar? Metal lath or wood? Wall 
board or plaster? Linoleum floors or oak? When 
it comes to the furnishing of the house, a choice 
must be made between rugs of cork or wood- 
fibre as against cotton and wool; between rayon 
and linen for window shades and table covers; 
rayon, silk, or cotton for bedspreads; wood or 
steel for bedroom furniture; and so on almost ad 
infinitum. What a helpful thing a recognized set 
of standards would be, particularly if they could 
be inter-related so as to supplement his taste and 
judgment in the selection of the most suitable 
materials! 


Is There Any Need of.Standards in the Hospital 


Enough of discussing the other fellow’s prob- 
lems and achievements. Is there any real need of 
standards in the hospital field? Inquiry was made 
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of a group of hospitals as to why they used certain 
makes of absorbent cotton. The invariable an- 
swer was that they were satisfactory, or that their 
doctors demanded them. None could tell what the 
characteristics of these cottons were, or give a 
sound reason why a given make was preferred 
to any other. Laboratory analysis disclosed what 
the absorbency, strength of fibre, appearance, de- 
gree of neppiness, etc., of the preferred brands 
were, and, with this information in hand, it was 
possible to establish a type of standard for the 
various grades of cotton to fulfill the use-require- 
ments. In the light of this standard, other makes 
of cotton were analyzed, and it was found that a 
cotton little known to the hospital field and pos- 
sessing all the requisite characteristics could be 
bought at materially lower prices. The savings 
for the group approximated several thousand dol- 
lars a year. Such a standard extended to the en- 
tire hospital field would probably mean savings of 
tens of thousands of dollars a year; yet without 
the development of such a standard, the field must 
continue indefinitely to buy higher priced cottons 
which, while satisfactory enough, do not afford 
as much value for the money as could otherwise 
be obtained. 


Again, a study of the surgical soap situation 
disclosed that many hospitals in a certain group 
were using a product for which they were paying 
514 cents a pound. Large quantities were being 
bought, and the soap presumably was giving satis- 
faction. Chemical analysis, however, disclosed 
that this 514-cent product contained only 36 per 
cent actual soap, the remainder being water. It 
further showed that the base of the product was 
soya bean oil, which, according to the Mellon In- 
stitute, carries with it a tendency toward rancid- 
ity. Another soap on the market, containing 48 
per cent real soap, could be had at 7 cents per 
pound, and this was a much higher grade product, 
composed only of refined corn oil and pure potash. 
Since the cleansing properties are dependent 
solely upon the amount of soap, and not the water 
content, it was evident that in buying the 514-cent 
product, the hospitals were paying 151/3 cents 
per pound of true soap, whereas with the appar- 
ently higher priced item, the real cost was 14.6 
cents per pound. The establishment of a standard 
in this line, therefore, led to a saving of almost 
34, cent per pound on the basis of a true soap con- 
tent, and, in addition, afforded a much higher 
quality. 


As a third example, consider the electric lamp 
situation. The members of one group found them- 
selves able to purchase Mazda lamps at a discount 
of 36 per cent off list. Some of the group were 
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constantly being induced to buy other makes of 
lamps because of higher discounts. Now, lamps 
are bought for the light which they give, and the 
cost of the light is made up of 10 per cent for the 
bulb and 90 per cent for the current used during 
the normal life of the lamp. Laboratory tests 
and practical studies carried on over a period of 
years show that for the same amount of light, 
‘Mazda lamps require less current than any other 
make now available. With a ratio of nine to one 
for the cost of the bulb versus the cost of the cur- 
rent, a lamp which consumes even 1 per cent more 
current than Mazda, should be sold at a discount 
of at least 9 per cent more than Mazda. Most of 
the other types of lamps being bought had a cur- 
rent consumption far in excess of 1 per cent; yet 
many of the buyers were content to buy these 
lamps at discounts of 2 per cent, 5 per cent, and 8 
per cent greater than the Mazda discount. Obvi- 
ously such purchases were uneconomic; yet with 
no standard developed or established, buyers and 
users were easily misled. Here consumer stand- 
ards definitely do lead to money savings. 


The American Hospital Association itself has 
long recognized the need of standards in the hos- 
pital field, as shown by the activity of its Com- 


mittee on Standardization and Simplification. In 
cooperation with the Government and various in- 
dustrial and commercial organizations, commer- 
cial standards have been developed on beds, blank- 
ets, bone plates, surgeons’ gloves, mattresses, rub- 
ber sheeting, thermometers, and a number of 
other items. The outstanding accomplishment of 
the Committee is a Manual of all Hospital Stand- 
ards developed to date, which when printed, 
should be of material assistance to all hospitals. 
This is a decidedly important accomplishment 
from the hospital standpoint, and one which has 
taken many months of intensive study. The po- 
tential savings available through its widespread 
and proper application are very large, but these 
necessarily will remain dormant unless and until 
the hospital field generally applies them. 


Unhappily the use of the standards developed 
to date in the hospital field is almost negligible, 
largely because of the lack of publicity as to the 
savings which standards afford. It is in an effort 
to overcome this deficiency that the present Com- 
mittee has undertaken to prepare and have pub- 
lished a series of articles which will afford a better 
appreciation of what standardization and simplifi- 
cation will do when used. 





Dr. Thomas Milton Rivers 
The New Director of the Hospital Depart- 


ment of Rockefeller Institute 

The scientific directors of the Rockefeller In- 
stitute have announced the appointment of Dr. 
Thomas M. Rivers as director of the hospital de- 
partment to succeed Dr. Rufus Cole, retired. Dr. 
Cole reached the age of retirement (sixty-five 
years) on April 30 and will withdraw from the 
directorship of the hospital on June 30, the end 
of the present academic year. 

Dr. Rivers is a graduate of Johns Hopkins Med- 
ical School and until 1922 was an associate in the 
bacteriological department, when he was ap- 
pointed associate in the hospital of the Rocke- 
feller Institute. He is a member of the board of 
scientific directors of the Rockefeller Foundation. 

Dr. Rivers is a scientist of international repu- 
tation, an authority on filterable viruses, and his 
work in growing viruses in tissue cultures, his 
development of a safe method for diagnosing 
psittacosis, and his work with lymphocytic chorio- 
meningitis have been widely recognized. 


Coming Meetings 


Hospital Association of Pennsylvania, Buck 
Hill Falls, June 2-4 

Mid-West Hospital Association, Colorado 
Springs, Colorado, June 10-11 
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Catholic Hospital Association, Chicago, June 
14-18 

Manitoba Hospital Association, Brandon, June 
24-25 

Hospital Association of Nova Scotia and Prince 
Edward Island, Sydney, N. 8., July 6-7 

Canadian Hospital Council, Ottawa, September 
8-9 

American College of Hospital Administrators, 
Atlantic City, September 12-17 

American Occupational Therapy Association, 
Atlantic City, September 13-17 

American Protestant Hospital Association, At- 
lantic City, September 13-17 

Children’s Hospital Association, Atlantic City, 
September 13-17 

National Association of Nurse Anesthetists, 
Atlantic City, September 13-17 

American Hospital Association, Atlantic City, 
September 13-17 

Hospital Association of Nova Scotia and 
Prince Edward Island, Sydney, Nova Scotia, 
July, 1937 

American Dietetic Association, Richmond, Vir- 
ginia, October 18-21 

Ontario Hospital Association, Toronto, Octo- 
ber 20-22. 

Kansas Hospital Association, Newton, October 
30 
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Among the Associations 
The Catholic Hospital Association of the United States and Canada 


The Twenty-second Annual Convention of the 
Catholic Hospital Association will be held at the 
Stevens Hotel, Chicago, Illinois, June 14-18, under 
the presidency of the Reverend Alphonse M. 
Schwitalla, S.J. The general theme of the con- 
vention is “The Educational Function of the Hos- 
pital.” 


The opening session will convene on Monday 
afternoon at three o’clock. Reverend John W. 
Barrett, Director of Catholic Hospitals, Arch- 
diocese of Chicago, and chairman of the Local Ar- 
rangements Committee, has developed the plans 
for the special feature and has arranged to make 
the 1937 convention one of the best in the history 
of the Association. 


Program 


The subjects up for discussion at this annual 
meeting, and the hospital authorities who will ad- 
dress the convention, constitute a program of 
wide interest, not only to the Reverend Clergy 
and Sisters who direct Catholic institutions, but 
to everyone who is interested in the hospital field. 
The convention will attract a large attendance 
from the United States and Canada. The gen- 
eral theme of the convention, “The Educational 
Function of the Hospital,” emphasizes the second 
in importance of all the functions of a hospital 
for the successful accomplishment of which our 
institutions are responsible. 


The Catholic Hospital Association represents a 
membership of more than seven hundred fine in- 
stitutions on the continent. The development of 
these hospitals has resulted almost directly from 
the interest in the activity of the Catholic Hos- 
pital Association and its leaders. Each year the 
annual conferences grow in value and in interest, 


not only to those who attend them but to all who 
are interested in the extensive program of hos- 
pitalization in which the Catholic Church in Amer- 
ica has so successfully engaged. From the first 
hospitals established on the North American con- 
tinent, the two oldest of which are Hospital of 
Jesus of Nazareth in Mexico City and Hotel Dieu 
of Montreal, built under church auspices and 
operated by Catholic Orders of Sisters, down to 
the present time these denominational institutions 
have been in the front rank of hospitals, wher- 
ever located or under whatever system of control. 


The Sisters of the Catholic Church and the 
Brothers who operate Catholic hospitals will 
bring to Chicago one of the largest gatherings 
of hospital people that will be assembled on this 
continent during the year. 


Technical Exhibit 


The special interest to those who attend will 
be the large and diversified technical exhibit. One 
hundred twelve commercial concerns will be rep- 
resented in this exhibit. The entire exhibit space 
of the Stevens Hotel has been used to stage one 
of the finest technical exhibits which has ever 
been assembled at any hospital convention. These 
technical exhibits have as large an educational 
value to the representatives of the hospitals as 
any other feature of the conventions. 


The untiring efforts of the president of the 
Association, Reverend Alphonse M. Schwitalla, 
S.J., the secretary, M. Ray Kneifl, the chairman 
of the Local Arrangements Committee, Reverend 
John W. Barrett, and their associates will be fully 
rewarded in the achievement of the Association’s 
most successful convention. 


State and Province Association News 


Tri-State Hospital Assembly 


Exceeding in attendance and interest any of 
their previous conferences, the hospitals of Illi- 
nois, Indiana, and Wisconsin held their annual 
Tri-State Hospital Assembly in Chicago, May 5, 
6 and 7. Since the Tri-State Hospital Assembly 
was inaugurated in 1930, it has grown in size 
and importance until it is now one of the best 
attended and most interesting hospital conven- 
tions. The registration at the Assembly this year 
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exceeded thirteen hundred. Practically every hos- 
pital in the three states was represented by its 
administrator, and often by some members of the 
board of trustees, the medical staff, and heads of 
the different hospital departments. 


Group Meetings 
In addition to the general sessions, seventeen 
different groups of hospital personnel, including 
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PHYSICIANS ... HOSPITAL ADMINISTRATORS ... GRADUATE NURSES... 


DIETITIANS... TECHNICIANS 


M. BURNEICE LARSON, 
DIRECTOR 





.... Wed love to find it for you.... 


If you haven’t found your niche in life yet ... if you 
are off to one side of the race and know you should 
be in it; if you are a round peg in a square hole; if 
you are equipped (or will equip yourself) to do 
your jobs better, if you ache to find a job that you 
can love and lick... 


... write! and tell us what you want. 


Men and institutions come to us constantly hunt- 
ing for you. They need you in great hospitals, in 
schools, in social work, in hotels and sometimes in 
ships that go to sea, in clinics, in colleges, in the 
work of cities they ask for physicians, 


graduate nurses, technicians, dietitians, every type 
of hospital worker. 


Now note that... 


... they ask for spirited, eager, anxious folks, for 
folks who’d lick any job they’d take ... 


All we ask of you (for them) is character and 
understanding, for integrity that stands tall and 
obvious, for intent and will, and, if you please, for 
a likable, lovable way with you. 


They know that we'll find such persons for them 
for that is our great work. Write and tell us what 
you want. We’d Jove to find it for you. 


The MEDICAL BUREAU 


55 E. Washington Street 
The top floor of the tower of the Pittsfield Building 
CHICAGO, ILLINOIS 
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the boards of trustees, medical staffs, superintend- 
ents of nurses and nurses, the nurse educators, 
record librarians, dietitians, medical social work- 
ers, power plant engineers, and others organized 
different sections and had stated programs. Prac- 
tically every session of these group meetings ended 
with a round table discussion of the problems af- 
fecting the work of the particular group in the 
hospital. 


The papers and discussions presented were par- 
ticularly interesting, and the authors were lead- 
ing authorities upon the subjects they were dis- 
cussing. Each session program brought out dis- 
tinctive features of practical application of the 
functions for the discharge of which the hospitals 
are responsible. 


The State Conventions 


Each state hospital association represented held 
its convention in Chicago at the time of the Tri- 
State Hospital Assembly, and transacted the busi- 
ness of their respective associations. In addition, 
each state association had a luncheon to which the 
representatives of hospitals from other states 
were invited. 


On Wednesday evening, the members of the 
boards of trustees of the hospitals gave their an- 
nual dinner, under the auspices of the Chicago 
Hospital Council. At this dinner Dr. E. M. Blue- 
stone, director of Montefiore Hospital, New York 


ANNUA 8 Q 

TRISTATE HOSPITAL 
ONSOREDO 6BY 4 AGO 
HOTEL SHERMAN 


City, delivered an address on “Labor and Philan- 
thropy,” and Guy J. Clark of the Cleveland Hos- 
pital Council had for his subject, ‘The Develop- 
ment and Present Status of the Cleveland Hospi- 
tal Council.” The feature address of the evening 
was delivered by the widely known after-dinner 
speaker on hospital subjects, Robert Jolly, super- 
intendent of the Memorial Hospital, Houston, 
Texas, the subject of his address being “Hospital 
Appeal.” 


The Annual Tri-State Banquet, sponsored by 
the Chicago Hospital Association, was held on 
Thursday. Dr. Malcolm T. MacEachern was the 
master of ceremonies. The address of the eve- 
ning was delivered by Dr. Glenn Frank of Madi- 
son, Wisconsin. 


The Assembly Arrangements 


The credit for the successful arrangements for 
this Assembly was due to Maurice Dubin, who is 
chairman of the Assembly, and Edward Row- 
lands, superintendent of the Martha Washington 
Hospital, who is executive secretary of the Assem- 
bly. 


The Program Committee was directed by Mal- 
colm T. MacEachern, M.D., associate director of 
the American College of Surgeons, and Mrs. Edna 
H. Nelson of the Women and Children’s Hospital, 
Chicago, had charge of the entertainment. 


Annual Banquet, Tri-State Hospital Assembly 
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Matex Armored Wrist 


Surgeons’ Glove improvement ai eee 


magnification. Extra 
strength at the spot 
most subject to strain. 


Armored at the wrist, Matex 
dermatized gloves prevent pre- 
mature glove failure by placing 
extra strength at the spot most 
vulnerable to stress and strain, 
practically eliminating wrist 
tearing and assuring greater 


economies as measured in actual 





dollars. ...The armored surface 
F Surgical Supervisors 
covers only the frontofthewrist — say:“Matex Armored 
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The presidents of the various state associations 
were as follows: 


Illinois—Maurice Dubin, Chicago 
Indiana—Gladys Brandt, Cass County Hos- 
pital, Logansport 
Wisconsin—R. C. Buerki, M.D., Wisconsin 
General Hospital, Madison 
The secretaries of the state associations were 
as follows: 
Illinois—Charles A. Lindquist, Sherman Hos- 
pital, Elgin 
Indiana—Albert G. Hahn, Protestant Dea- 
coness Hospital, Evansville 
Wisconsin—J. G. Crownhart, Madison 
The newly-elected officers are as follows: 


Illinois 


President—Maurice Dubin, Chicago 


First Vice President—S. K. Hummel, Silver 
Cross Hospital, Joliet 


Secretary—Charles A. Lindquist, Sherman 
Hospital, Elgin 


Indiana 


President—Edgar Blake, Jr., Methodist Epis- 
copal Hospital, Gary 

President-Elect—J. B. H. Martin, Indiana 
University Hospitals, Indianapolis 

Vice President—Sister M. Virgilia, St. Cath- 
erine’s Hospital, East Chicago 

Treasurer—V. I. Sandt, Fairview Hospital, 
LaPorte 

Executive Secretary—Albert G. Hahn, Prot- 
estant Deaconess Hospital, Evansville 


Wisconsin 


President—R. C. Buerki, M.D. 

President-Elect—Grace T. Crafts, Madison 
General Hospital, Madison 

Acting Secretary—E. T. Thompson, M.D., 
Mt. Sinai Hospital, Milwaukee. 


The Convention of the Hospital Association of New York State 


The Thirteenth Annual Convention of the Hos- 
pital Association of New York State was held at 
the Hotel Astor in New York, May 20-21-22. 


The opening session was held at nine-thirty, 
Thursday morning, at which session the Honor- 
able Fiorella H. LaGuardia delivered the address 
of welcome. 


Among the subjects that were discussed at the 
different sessions of the convention were: ‘The Im- 
portance and Function of the Record Room Com- 
mittee,” by Ejilif Carl Hanssen, M.D.; “The Legal 
Status of Hospital Patients’ Records,” by A. R. 
Bowles, M.D.; “Economies and Safety Factors in 
the Preparation of Parenteral and Sterile Solu- 
tions,” by J. R. Clemmons, M.D.; “Purchasing and 
Food Cost Control,” by S. Margaret Gillam; “Can 
We Give Our Hospitals More Personality?” by 
Moir P. Tanner; “The Future of the Nurse Anes- 
thetist,” by Hilda Salomon; ‘The Future of the 
Nurse Anesthetist from the Viewpoint of the Hos- 
pital Administrator,” by W. B. Talbot, M. D.; 
“Education of the Intern,” by John Wyckoff, M.D.; 
“More Cast Histories,”’ by E. M. Bluestone, M.D.; 
and “The Social Security Act and Substitute Plans 
for Hospitals,” by Roderic Wellman. 


In the Nursing Session the subjects for discus- 
sion were: “Plans for Financing the New Curricu- 
lum by Hospital Nursing Schools,” participated in 
by Margaret Conrad, John H. Hayes, and Ruth 
Sleeper; a symposium on “How to Secure Greater 
Stabilization in the Nursing Service,” led by Emily 
J. Hicks, and participated in by Arthur S. Moore, 
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M.D., Marion Sheahan, Alice S. Snyder, and Mrs. 
Jose Ferrer. Charles Neergaard, Chairman of the 
Study Committee, Westchester County Conference 
on Group Visiting Nursing, presented a very in- 
teresting discussion on “An Organized Plan for 
Group Nursing Service.” 


Claude W. Munger, M.D., President of the 
American Hospital Association, addressed the con- 
vention on “What the Other States Are Doing,” 
and Arden E. Hardgrove, Assistant Secretary of 
the American Hospital Association, led the round 
table discussion on “Business and Administration 
Problems.” 


Ernest G. McKay, President of the Association, 
and Carl P. Wright, Executive Secretary, prepared 
the arrangements for one of the best conventions 
which the Hospital Association of New York State 
has ever held. 


Particularly interesting to the convention dele- 
gates were the reports of the Public Relations 
Committee by Frederick MacCurdy, Chairman, 
Legislation Committee, by T. T. Murray, chair- 
man. The Local.Arrangements Committee, repre- 
senting the Hospital Conference of the City of 
New York and the Hospital Council of Brooklyn, 
gave a complimentary luncheon to the convention 
delegates on Friday noon at the Hotel Astor. The 
speakers at this luncheon were the Honorable Fio- 
rella H. LaGuardia, Mayor of the City of New 
York, and S. S. Goldwater, M.D., Commissioner of 
Hospitals of New York City. 
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Proper diet is an aid to regular elimination 


and where constipation is present, diet is a 
factor that must be considered. Petrolagar- 
Plain, because it performs only a lubricat- 
ing and softening function, is also an aid 


to regular elimination. It is useful as an 


’ adjunct to diet because it permeates hard 


impacted masses and produces soft easily 
passed stools. Petrolagar is prepared in 
five types. . . . Plain, Unsweetened, with 
Phenolphthalein, with Milk of Magnesia 
and with Cascara, providing a choice of 
treatment adaptable to the individual pa- 


tient. Petrolagar Laboratories, Inc., Chicago. 


Petrolagar is a mechanical emulsion of pure liquid petrolatum (65% by volume) and agar-agar. Accepted by 
the Council on Pharmacy and Chemistry of the American Medical Association for the treatment of constipation. 
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Minnesota Hospital Association Convention 


Five hundred and thirty-six hospital executives 
and representatives of eight allied groups regis- 
tered at the Minnesota Hospital Association Con- 
vention held in Rochester, Minnesota, on May 13, 
14 and 15, 1937. This registration broke all pre- 
vious attendance records of the conventions of 
the Minnesota Hospital Association. But of more 
importance was the number of very fine papers 
which were presented as well as the interest in 
the discussion of the subjects presented. 


Among the important decisions made at the 
business meeting were the following, which were 
included in the report of the Resolutions Com- 
mittee and adopted: 


I WHEREAS, the Minnesota Hospital Asso- 
ciation now includes in its membership prac- 
tically 100 per cent of all the hospitals in the 
state doing approved work, and 


WHEREAS, the efficiency, welfare and prog- 
ress of these institutions are vitally depen- 
dent upon the public policy assumed toward 
a by the State and Federal Government, 
an 


WHEREAS, public support can only be had 
through a clear and adequate understanding 
of the work being done through the agency 
of these hospitals, and 


WHEREAS, our state is to such a large de- 
gree rural, supporting the bulk of its popu- 
lation in areas outside the urban centers, 


BE IT RESOLVED that the recommenda- 
tions presented by the Committees on Legis- 
lation, Public Relations, Nursing and Rural 
Hospitals be approved, i.e., 


1 That the Association assure itself of di- 
rection as well as protection in legislative 
matters by providing its Legislative Com- 
mittee with sufficient funds to employ such 
full or part time personnel as may be 
necessary to properly safeguard the hos- 
pitals of the state against harmful legis- 
lation and to promote bills that are in the 
public interest. 


That the Association at once provide the 
means and the set-up whereby an intel- 
ligent publicity program may be under- 
taken which shall be continuous through- 
out the year with cumulative effort cul- 
minating on Hospital Day or other con- 
venient date. 


That the present policy of the Association 
respecting the training of nurses and the 
agencies responsible for setting standards 
of nurse training be continued and that 
the Association assume an appropriate re- 
sponsibility for the preparation of those 
who shall attend at the bedside of those 
who are sick or ailing in order that the 
entire public of this state may have avail- 
able an adequate supply of nurses able and 


willing to perform the necessary work in- 
cident to the requirements of modern med- 
icine and the welfare of the patient. 


II WHEREAS, good hospital administration 


requires the application of technical skill 
based upon fundamental knowledge of cur- 
rent and established practices, and 


WHEREAS, the Association last winter, in 
conjunction with the University of Minne- 
sota, conducted a short course for the stimu- 
lation and training of administrators now in 
service, 


BE IT RESOLVED that the Association ap- 
prove this educational policy and that the 
Directors be instructed to take the necessary 
steps to provide another Institute again next 
year and that a committee be appointed to 
work out the necessary details. 


WHEREAS, the additional obligations being 
undertaken by the Association, pursuant to 
these resolutions and as a result of the nat- 
ural growth and development of our Asso- 
ciation, will inevitably require a considerably 
expanded budget, and 


WHEREAS, the emphasis of the activities to 
be undertaken under our expanded program 
will be directed primarily upon the hospitals, 
themselves, rather than upon the education 
and entertainment of the administrators, 


BE IT RESOLVED that the Constitution and 
Rules Committee be instructed to present for 
the consideration of the next annual meet- 
ing of the Minnesota Hospital Association an 
amendment to the Constitution which shall 
provide for an Institutional Membership with 
annual dues. 


WHEREAS the St. Paul Association has in- 
vited the American Hospital Association to 
hold its annual convention in St. Paul in 1938, 
and 


WHEREAS, the City of St. Paul has ample 
accommodations to properly entertain the 
American Hospital Association, and 


WHEREAS, many years have now elapsed 
since the American Hospital Association has 
visited this section of the country, 


BE IT RESOLVED that this Association join 
with the St. Paul Association in this invita- 
tion to the American Hospital Association to 
convene in the City of St. Paul in 1938. 


WHEREAS, Dr. Fred Carter, for many 
years superintendent of Ancker Hospital and 
a member of and a diligent worker in our 
Association since its organization, has trans- 
ferred to Christ Hospital, Cincinnati, and 


WHEREAS, Dr. Fred Carter, through his 
fine personal qualities and the intelligent ap- 
plication of his talents to the developing of 
higher standards in hospital administration, 
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WHAT HAVE THESE “LITTLE THINGS” IN COMMON? 


HYPODERMIC needle... a cake 
of soap. Both are ‘‘Little 
Things,” physically speaking. But 
could you get along without them? 
You know how essential it is to 
supply your staff with hypodermic 
needles of the finest and highest 
quality .. . for safety’s sake. 


‘But what about soap?” you may 
ask. Well, isn’t it just as true that the 
soap used in bathing your patients, 
for safety’s sake, should be of finest 
quality? ‘“‘Of course!” 


Your patients, too, appreciate your 
using the soap they prefer. And in 
most cases that means PALMOLIVE. 
For Palmolive is the largest selling 
toilet soap in the world. In fact, the 


very people you serve choose it for 
use in their own homes. 


Why is Palmolive the favorite? 
Palmolive is made with a blend of 
Olive and Palm oils. No artificial col- 
oring matter. No adulterants or ani- 
mal fats. It’s bland. Non-irritating. 
Soothing to sensitive, fever-dried 
skins. Itlathers freelyinwarmorcold 


water. It’s a// pure... gentle... soap. 


Palmolive’s Extra Quality 
is FREE! 


Yes, actually FREE! Because Palm- 
olive Soap costs no more than many 
less-favored brands. 


Your C.P.P. Representative will 
gladly quote prices on Palmolive 
Soap—and on the finest, most eco- 
nomical soaps for laundry and main- 
tenance use, too. Or, write Colgate- 
Palmolive-Peet Co., Industrial 
Dept., 105 Hudson St., Jersey City, 
N. J. for valuable Free Booklet: 
“‘Hospital Housekeeping and Clean- 
liness.” It’s a dependable soap-buy- 
ing guide. No obligation. Send for 
your copy—TODAY! 


Palmolive Soap 
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has brought great honor to the Minnesota 
Hospital Association, 


BE IT RESOLVED that the Minnesota Hos- 
pital Association confer Honorary Member- 
ship upon Dr. Fred Carter, Superintendent 
of Christ Hospital, Cincinnati. 


VI WHEREAS, the development of Group Hos- 
pitalization is occupying the attention of such 
a very large percentage of our people in the 
rural territory, 


BE IT RESOLVED that the officers of the 
Minnesota Hospital Association be requested 
to work out and have available for such dis- 
tribution as may be requested, an outline of 
detail for rural organizations. — 


The Thursday afternoon program was limited 
to committee reports affecting the Minnesota Hos- 
pital Association as a whole. The committee re- 
ports were very thorough and those who had 
worked on committees during the year have given 
much thought and consideration relative to their 
assignments. 


Thursday evening the convention departed from 
its regular routine and a dinner meeting was held 
at the Rochester State Hospital where over three 
hundred guests were provided with a buffet sup- 
per through the generosity and compliments of 
the State Board of Control and Dr. B. F. Smith, 
superintendent of the hospital. In addition to 
several papers presented at the program that eve- 
ning, the Association held what was termed as a 
new type of Round Table. Questions were sub- 
mitted to individuals without their having knowl- 
edge of the contents. Some of these questions 
were of educational value, others were of enter- 
tainment value but provided one of the very in- 
teresting highlights of the convention. 


Friday morning the eight allied groups in con- 
junction with the Minnesota Hospital Association 
held a combined meeting at which representatives 
or national officers of the groups and others pre- 
sented papers as follows: 


“Physiotherapy in the Hospital,” Frank Kru- 
sen, M.D., Mayo Clinic, representing the 
American Physiotherapy Association. 


“The Library in the Hospital,” Miss Perrie 
Jones, St. Paul Public Library, representing 
the Minnesota Association of Hospital, In- 
stitution and Medical Librarians. 


“The Place of the Records Librarian in the Hos- 
pital,” Miss Irene Connors, Mt. Carmel Hos- 
pital, Columbus, Ohio; National President of 
the American Records Librarians Associa- 
tion. 


“The Work of the Medical Social Werkers in 
the Hospital,” Miss Mary Maxwell, Execu- 
tive Secretary, American Association of Med- 
ical Social Workers, Chicago, Illinois. 
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“The Relation of the Medical Technologists in 
the Hospital,” Miss Frieda Claussen, Na- 
tional President of the American Society of 
Medical Technologists, St. Paul. 


“The Occupational Therapists in the Hospital,” 
Miss Geraldine Lernitt, Director Occupa- 
tional Therapy School, St. Louis, Missouri. 


“The Anesthetist in the Hospital,” Miss Anna 
Willenborg, St. Joseph’s Hospital, Chicago, 
Illinois, representing the Minnesota Anes- 
thetists Association. 


“The Dietitian and the Hospital,” Miss Sarah 
Elkin, National Treasurer, the American 
Dietetic Association, Chicago, Illinois. 


Friday noon various dinners were held by the 
allied groups individually and the Minnesota Hos- 
pital Association. At the Minnesota Hospital 
Association meeting Mr. F. P. G. Lattner, Presi- 
dent of the Iowa Hospital Association, Dubuque, 
Iowa, presented a very fine paper on ‘Pathology 
in the Smaller Hospitals.” 


Friday afterncon the various allied organiza- 
tions held separate meetings to which all mem- 
bers of the Minnesota Hospital Association were 
invited to attend whichever session was of most 
interest to them. 


Friday evening the annual banquet ,was held, 
at which Dr. C. W. Mayo, Jr., and Dr. Will Mayo 
gave addresses. For entertainment the Minnesota 
Hospital Association secured Arthur Briese, Hu- 
morist, of Chicago. 


Saturday morning was given over to Social 
Security, Personnel Management, Group Hospi- 
talization and closed with a round table. 


The new officers elected at the convention were 
as follows: 


President-Elect—Dr. Peter Ward, Supt., Miller 
Hospital, St. Paul 


First Vice-President—Mr. A. G. Stasel, Supt., 
Eitel Hospital, Minneapolis 


Second Vice-President—Miss Esther Wolfe, 
R.N., Supt., Hutchinson Community Hospital, 
Hutchinson 


Treasurer—Mr. Ray Amberg, Supt., University 
Hospital, Minneapolis 


Executive-Secretary—Mr. A. M. Calvin, Exec- 
utive Manager, Midway & Mounds Park Hos- 
pitals, St. Paul 


Victor Anderson, Supt. of Abbott Hospital, 
Minneapolis, supplanted Mr. A. G. Stasel as 
a member of the Board of Directors whose 
term expires in 1938 


Directors who are to serve for two years are: 
Mr. J. H. Mitchell, Manager, Colonial Hosp!i- 
tal, Rochester 
Miss Mabel Korsell, Supt., Itasca County Hos- 
pital, Grand Rapids 
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Hospital Association of Pennsylvania 


The Hospital Association of Pennsylvania will 
hold its Annual Convention at Buck Hill Falls, 
June 2-4. Melvin L. Sutley, superintendent of the 
Delaware County Hospital, Drexel Hill, is Presi- 
dent of the Association. Meeting with the Hos- 
pital Association will be the Pennsylvania Asso- 
ciation of Nurse Anesthetists. 


Among the prominent speakers on the program 
are Claude W. Munger, M.D., President of the 
American Hospital Association; Sister M. Francis 
de Sales, Misericordia Hospital, Philadelphia; R. F. 
Hosford, Bradford Hospital, Bradford; W. W. 
Butts, St. Luke’s Hospital, Bethlehm; H. G. Fritz, 
Conemaugh Valley Memorial Hospital, Johnstown ; 
Graham L. Davis of the Duke Endowment, Char- 
lotte, North Carolina; Edith B. Irwin, Westmore- 
land Hospital, Greensburg; Walter W. N. Righter, 
Presbyterian Hospital, Philadelphia; Harold T. 
Prentzel, Friends Hospital, Philadelphia; L. R. 
Robbins, Hahnemann Hospital, Scranton; Herman 
S. Mehring, Pennsylvania Hospital, Philadelphia; 
Dr. C. Rufus Rorem, Chicago; A. R. Hazzard, 
Easton Hospital, Easton; Sister M. Irenaeus, Prov- 
idence Hospital, Beaver Falls; James R. Mays, 
Abington Memorial Hospital, Abington; Louis C. 
Trimble, Adrian Hospital, Punxsutawney; Abra- 
ham Oseroff, Montefiore Hospital, Pittsburgh; 


The New Jersey Hospital 


The New Jersey Hospital Association held its 
Thirteenth Annual Convention in Atlantic City, 
May 27-29. The President, Edgar C. Hayhow, was 
in the chair at the Opening Session. The address 
of welcome was delivered by the Honorable Charles 
D. White, Mayor of Atlantic City, and the response 
was delivered by Eleanor E. Hamilton, R.N., Pres- 
ident-Elect. 


A Panel Round Table Discussion was arranged 
with Edgar C. Hayhow as Chairman. Those par- 
ticipating were Charles Lee, Doris Harvey, S. 
Frank Roach, Margaret Ashmun, Sarah D. Bene- 
dict, and Frances Holbrook. 


The Friday morning session was featured by an 
address by Claude W. Munger, M.D., President of 
the American Hospital Association, on the subject 
of “Candid Camera Snapshots of Administrative 
Technique,” and an address by the Honorable Wil- 
liam J. Ellis, Commissioner, Department of Insti- 
tutions and Agencies of New Jersey, on “Recip- 
rocal Relations Between Voluntary and Public 
Hospitals.” Charles Neergaard, Hospital Con- 
sultant of New York City, addressed the conven- 
tion on “New Hospitals for Old.” 


At the Friday afternoon session E. H. L. Cor- 
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Frances L. Loftus, Mt. Sinai Hospital, Philadel- 
phia; and Alma M. Troxell, Oil City General Hos- 
pital, Oil City. 


Melvin L. Sutley will deliver his presidential ad- 
dress on Wednesday afternoon. 


In the Trustees’ Section, David B. Skillman, 
Esq., President of Easton Hospital, will address 
the session on “Accident and Compensation 
Cases.” The Honorable Charles N. Loveland, 
Trustee of Wilkes-Barre General Hospital, will 
address the session on “The Rights of the Com- 
munity in Its Hospitals.” 


The Conventions of the Hospital Association of 
Pennsylvania are always interesting and are 
marked with an excellent attendance. Every hos- 
pital in the state will be represented in the con- 
vention this year, with a particularly large at- 
tendance of the members of boards of trustees of 
the hospitals. 


The Commercial exhibit this year is larger than 
previous years. It is always one of the features 
of the convention. 


An extended report of this convention will be 
published in the July issue. 


Association Convention 


_ win, Ph.D., addressed the convention on “The 


Trustee and the Administrator”; Henry L. Lamb- 
din, Ph.D., addressed the convention on “The Pa- 
tient and the Public,” and Haven Emerson, M.D., 
presented “Planning for Health Requirements in 
a Metropolitan Area.” 


The Annual Banquet was held on Friday evening 
with Berthold S. Pollak, M.D., as Toastmaster. 
Edgar C. Hayhow presented his presidential ad- 
dress. Greetings from the American Hospital As- 
sociation were extended by Bert W. Caldwell, 
M.D., Executive Secretary. The Guest Orator was 
Frank Kingdon, President of the University of 
Newark. 


At the Saturday morning session Jos. E. Ray- 
croft, M.D., Professor Emeritus of Princeton Uni- 
versity, addressed the convention on “Mental Hy- 
giene in the General Hospital,” and James R. Cam- 
eron, D.D.S., F.A.C.D., Professor of Oral Surgery, 
Temple University, addressed the convention on 
“Dental Service in a General Hospital.” 


The Convention had the largest registration in 
its history. The program and arrangements were 
in charge of the President, Edgar C. Hayhow, and 
the Secretary, Fred W. Heffinger. 
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AIR CONDITIONING 


Brings to Hospitals a practical, business- 


like way of controlling cooling costs 


Frigidaire Controlled-Cost Air Condi- 
tioning is used in far more hospitals 
than conditioning equipment of any 
other kind. .. because it meets certain 
definite requirements of hospital work. 
It supplies everything from the 
simple, inexpensive cooling of rooms 
to the most elaborate conditioning of 
operating rooms and laboratories. And 
you can start with as little or as much 
equipment as you please and add to 
your instal!ation room by room—depart- 
ment by department—at any time. 
Further, Controlled-Cost Air Condi- 
tioning is a boon to the hospital bud- 
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get. It not only costs less to own, but— 
by presenting a// the facts in advance— 
in other words, by clearing up the 
“‘mystery’’ of air conditioning—it lets 
you know and therefore control the en- 
tire cost. 

In hospitals throughout the country 
Frigidaire Controlled-Cost Air Condi- 
tioning is aiding the recovery of patients, 
bringing cool comfort to harassed 
nurses and doctors, relieving hay-fever, 
improving operating room and dress- 
ing room efficiency . . . and repaying 
its entire cost by attracting patients 
who are willing and glad to pay more 
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What Hospitals say about 
FRIGIDAIRE 


Air Conditioning 


“We do feel that we have received 
greater profundity of anesthesia since 
conditioning our operating room, due 
to the fact that the patients do not 
perspire so freely, a condition which 
tends to add to the shock ofa patient.” 

—Norfolk Protestant Hospital 

Norfolk, Virginia 


“Our Delco-Frigidaire air condition- 
ing which you installed in our Surgical 
Department has been working satis- 
factorily. We shall be glad to refer 
any prospective customers to you, and 
incidentally, speak a good word in 
behalf of the system.” 

—Mt. Carmel Hospital 

Columbus, Ohio 


“Our air conditioning in the delivery 
roomsand in the four operating rooms 
has been ideal after the machines were 
properly adjusted. The operating ex- 
pense is small, and it gives intense 
satisfaction to the patients, surgeons 
and nurses.” 

—The Crawford W. Long 

Memorial Hospital 
Atlanta, Ga. 


“Since May 15th, 1935, which was the 
date we completed installation, we 
have operated on one hundred and 
one children. We thoroughly enjoyed 
our work this summer. Our operating 
room has a western exposure and in 
the afternoons it is impossible to stay 
in the room, much less work in it, 
but this summer we operated the en- 
tire day, and did not feel the heatatall.” 
—Kosair Crippled Children’s Hospital 
Louisville, Ky. 











for cool comfort during the hot days 
of summer. 

Get all the facts about Frigidaire 
Controlled-Cost Air Conditioning for 
hospitals . . . and for your hospital in 
particular. Mail the coupon below... 
Today. It places you |of course, under 
no obligation whatsoever. 


MAIL THIS COUPON TODAY! 





Delco-Frigidaire Conditioning Div. 
General Motors Sales Corporation 
Dayton, Ohio. Dept. H-6. 


I want the facts about Controlled-Cost 
Air Conditioning. Please send me the 
complete story by return mail. I am 
obligating myself in no way at all. 


Name 
Address Pa 


City and State—____— 
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lowa Hospital Association Convention 


The Eighth Annual Convention of the Iowa 
Hospital Association opened with a compliment- 
ary luncheon to the exhibitors on Monday noon, 
April 26, 1937. A business session followed the 
luncheon, the Reverend G. T. Notson, President, 
presiding. Annual reports of officers and com- 
mittees were presented. 


At the afternoon session, Robert E. Neff, ad- 
ministrator of the University Hospitals, Iowa 
City, spoke on “Hospitals and the Changing Social 
Order.” Mr. Neff discussed the misunderstandings 
and criticisms of the public and the need for a 
well organized program of public relations. He 
stressed the importance of fair competition among 
hospitals, which should be cooperators rather 
than competitors. The necessity for adequate com- 
pensation for the care of the indigent was em- 
phasized by Mr. Neff. He presented the advan- 
tages of group hospitalization, to the community 
and to hospitals, the urgency of maintaining 
proper relationship with the medical profession, 
and the growing demand for adequately trained 
hospital administrators capable of assuming re- 
sponsibility for the volume of business entrusted 
to them. He showed the necessity and the de- 
mand for the application of a sound educational 
program in nurse education, for adequate nurs- 
ing schools, and for the financing of nurses’ edu- 
cation outside of the hospital operating income, 
using such sources as endowment, philanthropy, 
tuition fees, or public support. Mr. Neff urged 
consideration for the welfare of hospital em- 
ployees by hospital executives and department 
heads. 


Following the address of Mr. Neff, Dr. R. C. 
Buerki, Wisconsin General Hospital, Madison, 
conducted a round table on administrative prob- 
lems. The use of floor attendants to supplement 
nursing service received particular attention. The 
recommendation that floor attendants be trained 
for a specific service rather than given a rotary 
training received special approval. Members 
expressed themselves as universally experiencing 
a shortage of nurses. A showing of hands evi- 
denced salaries much higher than the average 
being paid in order to secure nurses in many 
localities. 


An evening program was held at St. Joseph’s 
Mercy Hospital, Sister M. Cyril, presiding. Dr. 
A. F. Branton, president of the Minnesota Hos- 
pital Association, gave an address on “The Small 
Hospital.” Following this, Dr. E. W. Williamson of 
the American College of Surgeons conducted a 
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round table discussion on the problems of the 
small hospital. 


Tuesday morning a joint meeting was held with 
the Iowa Record Librarians’ Association, with a 
paper by Dr. Williamson on medical records, fol- 
lowed by a round table discussion on the same 
subject conducted by Dr. Buerki. 


In the afternoon there was a joint meeting with 
the Iowa State Dietetic Association. Dr. Kate 
Daum, director of the Nutrition Department, 
University Hospitals, Iowa City, opened the meet- 
ing with a discussion of the Application of Newer 
Developments in Nutrition, Food Production, and 
Service to the Hospital Food Problem.” One of 
the especially interesting points of her discussion 
was on changing dietary customs and demands, as 
evidenced in consumption of less proteins, less 
total calories, less cereals, more fruits and vege- 
tables, and less animal fats, but continuing de- 
mands for milk products. Dr. Daum stressed the 
influence of vitamins in diet, and the importance 
of recognizing diets deficient in vitamins due to 
patient’s dislike for certain foods; the fact that 
the use of vitamin concentrates is not indicated 
in normal diets, due to cost, and that their use 
should be limited to supplying diet deficiencies. 
She showed the possibility of serving modified 
diets from the regular menu and the lessening of 
demands upon the special diet kitchen, the grow- 
ing demands for allergy diets and the difficulties 
encountered, and the influence of the hotel service 
upon the hospital dietary. Other topics discussed 
which are uppermost in many minds were the use 
of the new type of foods in hospital diets—such 
as frozen foods and whole kernel corn; the avail- 
ability of better equipment, particularly tempera- 
ture controlled electrical equipment; and the im- 
provement in physical conditions through better 
ventilation, acoustical treatment, and air condi- 
tioning. Following the address of Dr. Daum, a 
round table discussion on dietary problems was 
conducted by A. E. Hardgrove, assistant secretary 
of the American Hospital Association. 


Dr. William A. O’Brien, associate professor of 
pathology at the University of Minnesota, was 
the speaker at the banquet on Tuesday evening. 
His subject was ‘Preventive Medicine in a Mod- 
ern Hospital.” 


On Wednesday morning a joint meeting was 
held with the Iowa League of Nursing Education. 
The Reverend Clinton F. Smith, administrator of 
the Grant Hospital, Chicago, introduced the sub- 
ject of nursing education with a paper on “Sound 
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NDABILITY. 


N all types of surgery, the dependability of the suture 
used is of prime importance. It is not enough that 
the suture be a quality product: it must also be sterile, 
high in tensile strength, to effectively play a part in the 
saving of human lives. The sterility of Armour’s New 
Process Sutures is tested and proved. They are held for 
an hour at a temperature of 320° F., higher than that 
possible under ordinary methods. Their tensile strength 
is assured by the most modern scientific analyses. 

To further assure dependability, Armour’s Sutures are 
checked for uniformity of size and shape, and for a high 
degree of pliability. . . . Exacting tests safeguard the re- 
liability of the sutures from raw materials to finished 
product. The hygienic conditions of the Armour Labor- 
atories permit no contamination, and the finished prod- 
uct is checked for sterility by an independent laboratory. 
Armour and Company is licensed (license No. 078) under 
the Therapeutic Substance Act of the British Ministry 
of Health to export Armour Ligatures and Sutures to the 
British Empire... . On request, we will gladly send sur- 
geons a new booklet describing the entire method of 
making Armour’s New Process Ligatures and Sutures. 


THE ARMOUR LABORATORIES 


ARMOUR AND COMPANY, Union Stock Yards, Chicago 


New... Armour’s Sutures on Non-Traumatic 
Eyeless Needles 
The special use of Eyeless Needles of the finest carbon steel greatly 
reduces the probability of traumatism as tissue | damage is minimal, 
Much time can be saved by their use in many i 


20-Day Chromic... 
on One Straight Intestinal Needle. . . 
on Two Straight Intestinal Needles 
on Curved Intestinal Needle. . . . . - 
on Half Circle Intestinal Needle 
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Armour’s New Process Surgical Sutures 


60-IncH — PLAIN AND CHROMIC BOILABLE 
10, 20, 30 and 40-day. Packages of 1 dozen 
No. 000, 00, 0, 1, 2, 3, 4 
PLAIN AND CoRomIc NON-BOILABLE 

10, 20, 30 and 40-day 

Packages of 1 dozen No. 000, 00, 0, 1, 2, 3, 4 

20-INcH — PLAIN — BOILABLE 
12 in box No. 000, 00, 0, 1, 2, 3, 4 

CurRomIC — BOILABLE 


10, 20, and 30-day 
12 in box No. 000, 00, 0, 1, 2, 3, 4 
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Principles of Nursing Education.” A round table 
discussion on the subject was then conducted by 
the Reverend John W. Barrett, Director of 
Catholic Hospitals, Archdiocese of Chicago. 


The meeting concluded with reports from the 
three affiliated associations. Officers elected for 
the ensuing year were: President, Fred P. G. 
Lattner, Finley Hospital, Dubuque; Vice-Presi- 
dent, Sister M. Alberta, Mercy Hospital, Council 
Bluffs; Vice-President, Miss Mabel Henry, Gra- 
ham Hospital, Keokuk; Treasurer, the Reverend 
J. P. Van Horn, St. Luke’s Hospital, Cedar 
Rapids; Secretary, R. J. Connor, University Hos- 
pitals, Iowa City; Trustees, Robert E. Neff, Uni- 
versity Hospitals, Iowa City and Rev. G. T. Not- 
son, Methodist Hospital, Sioux City; and Editor 
of the Bulletin, Miss Ellen E. Standing, Sunny- 
slope Sanatorium, Ottumwa. 


Texas State Hospital Association 
Eighth Annual Convention 


The Texas State Hospital Association held its 
eighth annual convention April 23-24 at Lubbock, 
Texas. This convention was one of the best the 
association has ever had—they had a good at- 
tendance—great enthusiasm and interest—and 
enjoyed Lubbock’s “Western hospitality.” 


Mrs. Martha P. Robertson, R.N., F.A.C.H.A., 
Medical and Surgical Hospital, San Antonio, is 
the retiring President after a very successful year 
of service. The following officers were elected for 
the ensuing year: 


President—C. E. Hunt, Lubbock Sanitarium 
and Clinic, Lubbock. 


President Elect—Mrs. Josie M. Roberts, 
M.A.C.H.A., Methodist Hospital, Houston. 


First Vice-President—Dr. J. H. Groseclose, 
F.A.C.H.A., Methodist Hospital, Dallas. 


Second Vice President—Ara Davis, R.N., 
F.A.C.H.A., Scott and White Hospital, Temple. 


Treasurer—Margaret Kennedy, The Sanitarium 
of Paris, Paris. 


General Counselor—Philip R. Overton, 920 Re- 
public Bank Bldg., Dallas. 


The program this year was very instructive and 
interesting and everyone present took part in the 
discussions and benefited by being present. Each 
paper was very stimulating and enlightening. 
Great interest was taken in “Shall the Hospital 
Have Subsidiary Workers,” a paper presented by 
Marie Luppold, R.N., Methodist Hospital, Hous- 
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ton, as this is a problem facing our institutions at 
this time. 


The Record Librarians of Texas and the State 
Association of Nurse Anesthetists met in connec- 


} tion with the Texas State Hospital Association. 


Houston was selected as the city in which the 
1938 convention will be held. 


Louisiana Hospital Association 


The Louisiana Hospital Association held its 
Thirteenth Annual Meeting at Monroe on April 
26, together with the Louisiana Medical Society. 


Those appearing on the program were: J. J. 
Ayo, M.D., East Louisiana Hospital, Jackson; A. 
J. Hockett, M.D., Touro Infirmary, New Orleans; 
Mrs. Della E. Myers, Baton Rouge General Hos- 
pital, Baton Rouge; G. B. Cooley, Monroe; Arthur 
Herold, M.D., Shreveport; and Alton Ochsner, 
M.D., Professor Surgery, Tulane University, New 
Orleans. 


The following officers were elected: 
President—A. J. Hockett, M.D., Touro In- 
firmary, New Orleans 
Vice President—L. E. Sanderson, M.D., Shreve- 
port Charity Hospital 
Secretary-Treasurer—Mrs. I. B. Stafford, 
Baton Rouge General Hospital. 


—_—_ 


Alabama Hospital Association 


The following officers of the Alabama Hospital 
Association were elected at their annual meeting 
held in Birmingham, April 21: 


President—A. C. Jackson, M.D., Jasper 


First Vice President—Mrs. Jewell W. Thrash- 
er, Dothan 


Second Vice President — Frank Chenault, 
M.D., Decatur 

Secretary-Treasurer—G. E. Mowry, Birm- 

- ingham 

Trustees: Sister Lydia, Birmingham; D. S. 
Moore, M.D., Birmingham; French Crad- 
dock, M.D., Sylacauga; Marcus Skinner, 
M.D., Selma; R. C. Stewart, M.D., Syla- 
cauga; and Miss Claude Sims, Talladega. 


Mississippi Hospital Association 
Convention 


The Eighth Annual Convention of the Missis- 
sippi Hospital Association was held on May 10, 
1937, preceding the convention of the Mississipp! 
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sauces, condiments, catsup. 
Based on long experience, the 
wise chefs know that in the Edel- 
weiss line they will find the 
sauce that will blend best with 
their own sauces, soups, 
gravies, and at the same time 
lower food costs. They know 
that every step in the prepara- 
tion of Sexton condiments is 
controlled by recipes and proc- 
esses born of fifty years speciali- 
zation. Edelweiss is the wise 
chef's choice first, last, and al- 
ways, because it is prepared for 
him—and he knows it. 
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TOWELING 


ORE light diet foods to be prepared: more 
cooling drinks to serve: more dishes and glass- 
ware to wash and dry; ... each “extra demand” 
creates extra wear and tear on kitchen toweling. 


More frequent bathing of patients in the interests 
of comfort and refreshing cleanliness: more dili- 
gent devotion to the daily bath by nurses and 
staff members .. . again toweling comes to the 
fore as an essential factor in the promotion of 
summer comfort and cleanliness. 


Whether you order toweling by the bolt or by 
the dozen towels, your demands will be met most 
adequately and promptly from the large, varied 
stocks carried on hand at all times, here at Will 
Ross headquarters. 

Whether you want fine quality colored cotton towels that resem- 
ble linen (for use as departmental towels or where distinguish- 
ing colors are desired), or whether your requisition calls for 
double-twisted-yarn Bath Towels with white or colored borders; 
or fine, double-thread Huck Towels . . . or durable, absorbent 
toweling by the bolt... or red or blue border Operating Room 
Towels ... we have what you want, moderately priced, and 
immediately available. 

Consult yorr Will Ross catalog...or our representative when he calls. 


WILL ROSS, INC., Wholesale Hospital Supplies 
3100 W. Center Street Milwaukee, Wisconsin 


While-tinight 


WHITEES KNIGHT 


SSIS- America’s Largest Distributors of No. 10 Canned Foods 
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State Medical Association. The morning was de- 
voted to the reports of committees, which covered 
the activities of the Association during the year. 


Particularly of interest was the report on the 
first year of the administration of state aid to 
hospitals, which was secured by the Association 
in 1936. A fund of $500,000 was appropriated 
for two years by the state, hospitals being reim- 
bursed for the care of indigent patients at a rate 
not to exceed $2.50 per day, plus $7.50 for a major 
operation and $2.50 for a minor operation. In- 
digency is determined by the hospital upon the 
statements of the attending physician, and of two 
citizens of the state familiar with the circum- 
stances of the patient. The fund is administered 
by a state hospital board. The secretary of the 
state hospital association was appointed by the 
administrative officer of the state hospital board. 


Aid was received during the year by fifty-four 
hospitals of the state. Relatively few abuses or 
difficulties had been experienced by either the 
state or the hospitals. There was reported a dis- 
position on the part of private physicians to refer 
out-patient service to hospitals because of state 
aid, even though hospitals were not compensated 
for this service, and, as was to be expected, some 
differences had arisen between hospitals concern- 
ing admission policies. A program of education 
was endorsed, so that both physicians and hospi- 
tals might become more intimately acquainted 
with the plan. The chief difficulty experienced 
by the state was the inadequacy of the hospital 
reports, in sufficient records being kept by some 
hospitals to give the required information. 


The Legislative Committee proposed the intro- 
duction of a hospital lien law as the next legisla- 
tive activity and continued support for the adop- 
tion of a Workmen’s Compensation Law—Missis- 
sippi being the only state not to have the latter 
law. The Committee reported that 42 per cent of 
the hospitals of the state were incorporated “not 
for profit” and were tax-free. Those hospitals 


paying taxes paid on the average of $63.44 per 
year for each occupied bed, or $18.29 per bed per 
year on the basis of total beds. 


The Mississippi Hospital Association is the only 
state association to establish minimum standards 
and approve those hospitals which meet these 
standards. The Committee on Minimum Stand- 
ards reported that a number of sub-standard hos- 
pitals had made the necessary improvements to 
merit approval and recommended that forty-two 
hospitals be granted their certificate of approval 
for 1937. 


The greatest interest was displayed in connec- 
tion with the approval of a periodic payment plan 
for hospital service. A committee had been study- 
ing this problem, and in the meantime private in- 
terests had established a plan on what was re- 
ported to be a profit basis. The merits of a non- 
profit plan sponsored by the Mississippi Hospital 
Association, and the possibility of adapting the 
private plan to the needs of the state, were dis- 
cussed. Upon final vote, the trustees of the Mis- 
sissippi Hospital Association were authorized to 
request the cooperation of the Mississippi State 
Medical Association, and together they would 
sponsor a non-profit state plan, similar to those 
of North Carolina and Alabama. 


Upon invitation from Mr. C. L. Sibley, presi- 
dent of the Southeastern Regional Hospital Asso- 
ciation, the Mississippi association voted to join 
with the Southeastern association in their joint 
program, but to continue to hold their individual 
state convention as well. 


The following officers were elected for the en- 
suing year: 

President—Dr. 
tarium, Vicksburg. 

Vice-President—Dr. J. P. Wall, Mississippi 
Baptist Hospital, Jackson. 

Secretary-Treasurer—Dr. Leon S. Lippincott. 
Vicksburg Sanitarium, Vicksburg. 


A. Street, Vicksburg Sani- 





Dr. Alfred Friedlander Superintendent 
of Cincinnati General Hospital 


Dr. Alfred Friedlander, dean of the College of 
Medicine of the University of Cincinnati, has 
been appointed superintendent of the Cincinnati 
General Hospital, Cincinnati, Ohio, to succeed the 
late Dr. H. H. Langdon. 


Dr. Friedlander will combine his administrative 
work at the hospital with his duties as dean of 
the college. As his chief interests are in the prac- 
tice and teaching of medicine, the dean has con- 
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_ 
— 


sented to serve as superintendent only until an- 
other acceptable man can be appointed perma- 
nently. 


—_—_—_—— 


The oil city General Hospital recently received 
a gift of a complete deep therapy outfit. In pro- 
viding for its installation, a room was especially 
prepared. The walls were done in carrara glass 
tile arranged in block fashion, the lower portion 
of the room being in black and the upper portion 
in pastel green with chromium trim. The whole 
arrangement combines beauty with utility. 
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LINEN 








For less than %c a piece, you can permanently mark 
all your linens, towels, blankets, etc. The impres- 
sion is dyed into the cloth, never to wash or wear 
out. Send for Catalog and Sample Impression Slip. 


APPLEGATE’S 
INDELIBLE INK 

Silver base, will never 
wash out, and lasts full 
life of any fabric. 


XANNO 
INDELIBLE INK 


Lasts much longer than 
other inks NOT requir- 
ing heat to set. 


~ ES 
am INKS& MARKERS 


waters. APPLEGATE CHEMICAL CO. 


5630 HARPER AVE. CHICAGO, ILL. 














THE EIGHT-HOUR SCHEDULE 
REVISION OF THE CURRICULUM 


ACCREDITATION OF NURSING 
SCHOOLS 


GRADUATE STAFF NURSING 


These and other topics of vital interest to 
hospital administrators as well as to 
nurses are discussed in the 
official magazine 





of the 
AMERICAN NURSES’ ASSOCIATION 
and the 


NATIONAL LEAGUE OF NURSING 
EDUCATION 


* 


The American Journal of Nursing 
50 West 50th Street New York City 


$3.00 for 1 year; $3.50 in Canada 
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Marvin-Neitzel 
One source for ALL 


STUDENT UNIFORM 
REQUIREMENTS 


1. Uniforms—A faithful copy of your 
present uniform if you like. A distinctive 
new style if you prefer. Complete en- 
sembles. One piece white uniforms. 
Colored uniforms with white collars and 
cuffs. The choice is unlimited. 


2. Aprons, Bibs, Col- Wim 
lars, Cuffs and Caps— * 
May be selected from 
many standard styles 
offered by Marvin- 
Neitzel or each item 

may be custom styled 

to your specifications. 


3. Slips —Practical 
fabrics which will 
withstand the rigors 
of a hospital laundry. 
Styled and made like 
the dainty but fragile 
models the nurse wears 
for dress-up. 


4. Capes—Choice woolens in 
thrilling colors tailored to 
individual measurements will 

set your student group apart | 
as one of America’s best- j 
dressed schools. ; 


.. And lovely white poplin uniforms 7 
for graduation. i 


Write for the new “Handcrafted Stu- 
dent Apparel” catalog. 


MARVIN-NEITZEL CORPORATION 


“Everything from Cloth for the 
TROY 


Hospital and School of Nursing” 
NEW YORK 
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News Notes 


Ethel Anderson, former superintendent of Ells- 
worth Hospital, Iowa Falls, Iowa, has been elected 
superintendent of the new hospital which is being 
built in Jefferson, Iowa. Miss Anderson expects 
to report for duty in the near future to assist in 
preliminary arrangements for installing equip- 
ment and getting the hospital ready for opening 
to the public. Abagail Carley of New York City 
succeeded Miss Anderson as superintendent of 
Ellsworth Hospital. 

Ps Ae 


F. J. Barkman, M.D., of Menominee, Michigan, 
has resigned as Menominee county physician and 
has signed a three-year contract as superintend- 
ent of the new 75-bed Berrien General County 
Hospital, Berrien Spring, Michigan. The hospital, 
which was completed in April at an approximate 
cost of $250,000, is a four-story brick structure, 
completely equipped. It is strictly a county insti- 
tution and no private cases will be admitted. Dr. 
Barkman will have charge of organizing the hos- 
pital staff and preparing the institution for 
opening. 

cae ne an 

Arthur R. Bowles, M.D., assistant to Dr. Mun- 
ger at Grasslands Hospital, Valhalla, New York, 
will become acting director pending appointment 
of a successor to Dr. Munger. 

online: 


E. E. Clovis, M.D., succeeds Dr. George Vieweg 
as superintendent of the Ohio County Tuber- 
culosis Sanatorium, Wheeling, West Virginia. Dr. 
Vieweg resigned after twelve years as superin- 
tendent of the sanatorium. 

ipaninllii eases 

Harold M. Coon, M.D., medical director of River 
Pines Sanatorium, Stevens Point, Wisconsin, has 
been appointed superintendent of Wisconsin State 
Sanatorium, Statesan. Dr. Coon succeeds Dr. R. 
D. Thompson, who has accepted the position of 
superintendent of the new Florida State Sana- 
torium, located in Orlando, Florida. 

viiesiiltiiciais 

Edgar M. Dunstan, M.D., medical director of 
Baylor Hospital, Dallas, Texas, for the past six 
years, has been appointed superintendent of the 
city-county hospital system to succeed Dr. James 
H. Stephenson. Dr. Stephenson resigned after 
serving as superintendent for ten years. 

‘painless 

Glenn W. Fausey, assistant superintendent and 
business manager of Highland Park Hospital, 
Highland Park, Michigan, has been appointed su- 
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perintendent of Pontiac General Hospital, Pontiac, 
Michigan. The appointment has been made in 
order to relieve Dr. Charles A. Neafie of some of 
the heavy duties involved in his work. In addi- 
tion to his duties as superintendent of the hos- 
pital, Dr. Neafie has been director of public health, 
and has had charge of the task of hospitalization 
of welfare cases. Dr. Neafie will continue as 
director of public health. 
slidlltarctiintaie 

J. Rollin French, M.D., has announced that he 
has sold the Golden State Hospital and the Indus- 
trial Injury Service of J. Rollin French and Staff 
to Dr. C. E. Early, his former partner, whom he 
bought out ten years ago. Dr. Early will take 
over the management of the hospital June 1, 1937. 

sonatas 

Mae H. Fye, R.N., formerly superintendent of 
Franklin Square Hospital, Baltimore, Maryland, 
has accepted the superintendency of the Virginia 
Municipal Hospital, Virginia, Minnesota. 


a 
Mrs. Edna J. Giffin has been appointed to suc- 
ceed Lillian H. Carson as superintendent of the 


Women’s Homeopathic Hospital, Philadelphia. 
——~—_——_. 


Flossie P. Graves, R.N., formerly with the Jack- 
son Memorial Hospital, Miami, Florida, is now 
connected with the Alton Memorial Hospital, Al- 
ton, Illinois. 

ee ee 

Richard J. Hancock, who has been office man- 
ager of the Lawrence and Memorial Associated 
Hospitals, New London, Connecticut, for the past 
nine years, has been appointed general manager 
of that institution to succeed Kathryn M. Prindi- 


ville, R.N., who resigned as superintendent. 
: sanaeiton a 


T. L. Harrington, M.D., of Milwaukee, Wiscon- 
sin, has been appointed medical director of River 
Pines Sanatorium, Stevens Point, Wisconsin, to 


succeed Dr. H. M. Coon. 
ee 


E. M. Hauge, superintendent of the Lutheran 
Hospital, Fort Dodge, Iowa, has resigned and has 
accepted a position at the Fairview Hospital, Min- 
neapolis, Minnesota. Mr. Hauge succeeds Mr. 
Joseph G. Norby, who resigned. 

samatuitiiiiaedaaé 

E. Beryl Hoover leaves Jasper County Hospital, 
Rensselaer, Indiana. She will be succeeded by 
Lucille Jakes of Logansport, Indiana. 

wesnebaiiiaaiecas 

Archibald Douglas Kincaid, Jr., has been select- 
ed as administrator of the new 60-ked Cabarrus 
County Hospital, Kannapolis, North Carolina. 
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Agnes Laumeyer of St. Paul, Minnesota, has 
been appointed superintendent of the West Cen- 
tral Minnesota Hospital, Graceville, Minnesota. 


places he ance 

Thomas Fletcher Little, formerly representa- 
tive in the Carolinas for the General Electric X- 
ray Corporation, has been appointed manager of 
the Cherokee County Hospital, Gaffney, South 
Carolina. The Cherokee County Hospital, before 
its purchase by the Cherokee County, was known 
as the Gaffney’s City Hospital. 


pe 

Leonard A. Lubbock, superintendent of the 
Princeton Hospital, Princeton, New Jersey, re- 
signed to accept the position of superintendent of 
Faxton Hospital, Utica, New York, to succeed Ma- 


jor A. Gordon Cummins. 
—_——__—_. 


Lillian Maloney, formerly connected with St. 
Francis Hospital, Greenville, South Carolina, has 
been appointed superintendent of the Pryor Hos- 
pital, Chester, South Carolina. 


pains enna 
Maud A. Miles, R.N., has been appointed super- 
intendent and director of the nursing service 
of the Columbia Hospital, Columbia, Pennsyl- 
vania. Miss Miles was formerly superintendent 
and directress of nurses of the New Hampshire 
Memorial Hospital, Concord, New Hampshire. 


Agnes C. O’Brien, R.N., director of nurses at 
Morningside Hospital, Tulsa, Oklahoma, has been 
appointed superintendent of the Wilson N. Jones 


Hospital, Sherman, Texas. 
———_+_>—__—_ 


Charles D. Parfitt, M.D., has been appointed 
new medical director of Loomis Sanatorium, 
Loomis, New York. For many years Dr. Parfitt 
has been an outstanding physician in the treat- 


ment of tuberculosis in the Dominion of Canada. 
—g—___ 


Neva Pew, R.N., has been named superintend- 
ent of the new Joel Pomerene Memorial Hospital, 
Millersburg, Ohio. 

spend laeliae 

Berthold S. Pollak, M.D., medical director of 
the Hudson County Tuberculosis Hospital and 
Sanatorium, Secaucus, New Jersey, has accepted 
the appointment as medical director of the new 
tuberculosis hospital which is nearing completion 
in Jersey City, New Jersey. The new hospital is a 


unit of the Jersey City Medical Center. 
a 


Harold M. Salkind, assistant superintendent of 
the Jewish Hospital of Brooklyn, New York, has 
been named acting superintendent of Beth Abra- 
ham Home for Incurables, Bronx, New York, to 
fill the position made vacant by the resignation of 
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MODERN INSECT CONTROL 


The WEST SANITOR 
Centrifugal Insecticide Vaporizer 


THE WEST SANITOR provides the modern 
method of dispersing insecticides and deodor- 
ants. It is effective, clean and rapid in its oper- 
ation. It operates exclusively on centrifugal prin- 
ciples. The liquid is broken into small particles 
which rise in a steady stream of cool vapor. 
The materials are vaporized so finely that air cur- 
rents in themselves carry this material into every 
nook and crevice in the walls, floor and ceiling. 


WEST DISINFECTING COMPANY 
Dept. K—42-16 Barn Street, Long Island City, New York 
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Branches in 55 
principal 
cities. 


Odorless VAPOSECTOR FLUID 


A concentrated insecticide for use in the 
WEST SANITOR vaporizer. Odorless 
Vaposector Fluid has a high killing efficien- 
cy and is economical and highly effective 
against ROACHES, FLIES, MOSQUI- 
TOES, SPIDERS and many other insects. 
It is effective and quick. Leaves no mess 
behind and is a safe insecticide to use. 


We also make STEAMSHIP VAPOSECTOR 
FLUID which has the same killing power as 
Odorless Vaposector Fluid but is completely non- 
inflammable and especially suited for use in 
hospitals and hotels. 
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Emil Greenberg. Mr. Salkind is editor of The 


American Interne. 
—_— ———— 


Reverend W. G. Schendel of Olivia, Minnesota, 
has been appointed manager of the Bismarck 
Evangelical Hospital, Bismarck, North Dakota. 
Reverend Schendel succeeds Reverend H. W. 


Graunke, who resigned in April. 
—p————. 


H. 8S. Stalker, M.D., assistant superintendent of 
the Vancouver General Hospital, Vancouver, 
B. C., Canada, has been appointed medical super- 
intendent of Tranquille Sanatorium, Tranquille, 
B. C., Canada. 


—_ 
Herbert G. Stockwell, Annapolis, Maryland, an 
honorary member of the American Hospital Asso- 


ciation since 1904, died recently. 
— jp 


Frank I. Terrill, M.D., medical director of the 
Montana State Tubercular Hospital at Galen, 
Montana, for the past four years, has been ap- 
pointed superintendent of that institution re- 
cently. 


sii lia 

James C. Walsh, M.D., has been appointed su- 
perintendent of the Nassau County Sanatorium, 
Farmingdale, New York. Dr. Walsh was for- 
merly director of Schenectady County Tuber- 
culosis Hospital, Schenectady, New York. 


dediaaiitenatien 

Ruth A. Wescott has been appointed superin- 
tendent of Alameda Sanatorium on South Shore, 
Alameda, California, to succeed Gertrude L. Span- 
ner. 


iceamiilagbabilass 

Luke E. Williams, M.D., superintendent of 
Wheatley-Provident Hospital, Kansas City, Mis- 
souri, has resigned in order to devote more time 
to his private practice. Dr. E. B. Perry, assistant 
superintendent of the hospital, will serve as act- 
ing superintendent until the annual election in 


September. 
—— 


Laura Wold, who has been a nurse at the Edger- 


ton Memorial Hospital, Edgerton, Wisconsin, has © 


been appointed superintendent to succeed Adele 


Kuehn, who was married recently. 
—_—_——_———. 


Santa Rosa, California—The new Sonoma 
County Hospital, costing approximately $300,000, 


was dedicated and opened to the public recently. 
—_——$_ ——— 


Alamosa, Colorado—A new 50-bed hospital, 
which will be under the direction of the Benedic- 
tine Sisters, will be built in Alamosa this summer. 
The hospital will be erected and equipped from 
private contributions, a large part of which has 
already been subscribed. The fund was started 
seven years ago, with $500 donated by the late 
Vance Driscoll of Pueblo. 
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Denver, Colorado—A campaign to raise $250,- 
000 for the construction of a nurses’ home at St. 


Luke’s Hospital in Denver was conducted recently. 
*~ 


Dunedin, Florida—The new Mease Hospital in 
Dunedin, Florida, which represents an investment 
of $100,000, has been opened to the public. The 
hospital has many modern features heretofore 
untried in Florida hospitals. Each room is 
equipped with a two-way microphone signal sys- 
tem. The signal is answered by a nurse at the 
nurses’ station and the patient conveys his wish 
through the microphone. The hospital is air-con- 
ditioned and has complete physical therapy equip- 
ment. At present the hospital has accommoda- 
tions for thirty patients, but it will accommodate 
forty patients when the additional rooms are 


completed. 
es 


Winter Haven, Florida—The hospital drive for 
$20,000 which is being conducted in Winter Ha- 
ven, Florida, has reached the half-way mark. As 
soon as the $20,000 mark is reached, an unnamed 
donor will contribute a like sum for the erection 
of a 25-bed hospital, which will serve the com- 


munities of Dundee, Lake Alfred, and Auburndale. 
—— ———. 


Augusta, Georgia—An enlargement and mod- 
ernization program is being proposed for the Uni- 


versity Hospital in Augusta. 
—$—— 


Moline, Illinois—The new $250,000 addition to 
the Moline Public Hospital was dedicated and 
opened to the public for inspection on Hospital 
Day, May 12. The four-story addition, which will 
increase the bed capacity forty-five beds, will 
house a pediatrics department, a maternity de- 
partment, five well-equipped modern operating 
rooms, and the physical therapy and hydrotherapy 


departments. 
—_—_— 


Waukegan, Illinois—An appropriation of $15,- 
000 has been made to finance improvements at 
the Lake County General Hospital, Waukegan, 
Illinois. The proposed improvements will include 
a large operating room, facilities to increase the 


number of beds, and a new sewer system. 
OH 


Shelbyville, Indiana—A charitable trust fund, 
to be known as the Charles W. and Alice Cheney 
Hospital Fund, has been established for the Major 
Hospital in Shelbyville by the terms of Mrs. Che- 
ney’s will. The fund, which will amount to ap- 
proximately $50,000, is to be used principally for 
the care and treatment of indigent persons resid- 


ing in Shelbyville and Shelby county. 
—_—_—<p———. 


Frankfort, Kentucky—A modern general hos- 
pital, to accommodate seventy-five adult patients 
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A Meeting 


HOSPITAL EXHIBITORS’ 
ASSOCIATION MEMBERSHIP 
1956-57 


American Hospital Supply Corp. 
American Laundry Machinery Co. 


American Sterilizer Co. 
Angelica Jacket Co. 

Applegate Chemical Co. 
Armstrong Cork Products Co. 


H. W. Baker Linen Co. 
Bard-Parker Co., Inc. 
Becton, Dickinson & Co. 
Frank S. Betz Co. 

The Burrows Company 


Clark Linen Co. 
Clay-Adams Co. 
Warren E. Collins, Inc. 
Crane Co. 

Cutter Laboratories 


F. A. Davis Co. 

Davis & Geck, Inc. 

2s Deknatel & Son, Inc. 
ePuy Manufacturing Co. 


Eisele & Co. 

Faultless Caster Co. 

Finnell System, Inc. 

J. B. Ford Sales Co. 

General Electric X-Ray Corp. 
General Foods Sales Co., Inc. 
Glasco Products Co. 


Frank A. Hall & Son 
Heidbrink Co. 

Hilker & Bletsch Co. 
Hill-Rom Co., Inc. 

Hobart Mfg. Co. 
Holtzer-Cabot Elec. Co. 
aero Equipment Corp. 
Hospital Liquids 

Hospital Management 
Hospital Topics & Buyer 
Huntington Laboratories, Inc. 
International Nickel Co., Inc. 
Jamieson, Inc, 

arvis & Jarvis, Inc. 
7? Johnson 

H. L. Judd Co., Inc. 

Henry L. Kaufmann & Co. 
Kelley-Koett Mfg. Co. 
Kenwood Mills 

The Kent Co., Inc. 

Samuel Lewis Co., Inc. 
Lewis Manufacturing Co. 
Marvin-Neitzel Corp. 
Massillon Rubber Co. 
Meinecke & Co. 

The Mennen Co. 





Chicago, Ill. 
Cincinnati, i Ohio 


St. Louis, Me. 
Chicago, Ill. 
Lancaster, Pa. 
New York City 
Danbury, Conn. 
Rutherford, N. J. 
Hammond, Ind. 
Chicago, Ill. 
Chicago, Il. 
New York 
Boston, Mass. 
Chicago, Ill. 
Berkeley, Calif. 
Philadelphia, Pa. 
Brooklyn, j 
Long Island, N.Y. 
Warsaw, Ind. 
Nashville, Tenn. 
Evansville, Ind. 
Ikhart, Ind. 
Wyandotte, Mich. 
Chicago, Ill. 

New York Cit: 
Chicago, Il. 
New York City 
Minneapolis, Minn. 
St. Louis, Mo. 
a Ind. 


Troy, Ohio 
Boston, ‘Mass. 
New York Cit 
Chicago, Ill. 
Chicago, Ill. 
Chicago, Ill. 
Huntington, Ind. 
New York City 
Chicago, Ill. 
Palmer, Mass. 


New Brunswick, N. J. 


New York City 
Boston, Mass. 
er, NY: 
Ibany, 
a NY . 
New York City 
Walpole, Mass. 
Troy, N. Y. 
Massillon, Ohio 
New York Cit 
Newark, N. j. 


Midland Chemical Laboratories, Inc. Dubuque, Iowa 


Modern oe 9 ium Co. 
Morris Supply Co 
National Lead Co, 


Physician’s Record Co. 
Puritan Compressed Gas Corp. 
Refinite Co. 
Rhoads & Co. 
Rolscreen Co. 
Will Ross, Inc. 
W. B. Sanders Co. 
Savory Appliance, Inc. 
aor Morris Co. 
. Schoedinger 
Ahedhe Sectional System 
Ad. Seidel & Sons 
ohn Sexton & Co. 
he Simmons Co. 
Snew- White Garment Mfg. Co. 
. M. Sorenson Co., Inc. 
Spring Air 
E.R. S ~ & Sons 
Standar parel Co. 
Standard eke tric Time Co. 
Standard Gas Equipment 
Standard Sanitary Mfg. Co. 
Stanley Supply Co. 
Thorner Brothers 


Troy Laundry Machinery Corp. 


Union Carbide Co. 


Vestal Chemical Laboratories, Inc. 


Vitamin Products Co. 
C.D. Williams & Co. 
Williams Pivot Sash Co. 
Wilmot Castle Co. 

) Wilson Rubber Co. 
Zimmer Manufacturing Co. 
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Chicago, Ill. 
New York City 
New York City 
Chicago, Ill. 
Kansas City, Mo. 
Omaha, Neb. 
Philadelphia, Pa. 
Pella, lowa 
Milwaukee, Wis. 
Philadelphia, Pa. 
Newark, N. 
Madison, Wis. 
Columbus, Ohi 
Indianapolis, Ind. 
Chicago, Ill. 
Chicago, Ill. 
Chicago, Ill. 
Milwaukee, Wis. 


Long Island City, N. Y. 


Holland, Mich. 
Broo! klyn, N. Y. 
Cleveland, Ohio 

Springfield, Mass. 
New York City 

Pittsburgh, Pa. 
New York City 
New York City 
New York City 
New York City 
St. Louis, Mo. 
Milwaukee, Wis. 
Philadelphia, Pa. 
Cleveland, Ohio 
Rochester, N. Y. 
Canton, Ohio 
Warsaw, Ind. 


OF MINDS IS ARRANGED 


It is indeed an enlightened day when manufacturers col- 
lectively sit together with their consumers for better under- 


standing of mutual objectives. 


Exactly that is happening today in the hospital field. The 
joint Advisory Committee of the American Hospital As- 
sociation, Catholic Hospital Association and the Hospital 
Exhibitors’ Association was formed to effect a meeting of 
minds for joint thinking on matters of mutual interest. 
Two representatives of each of these associations comprise 
this Advisory Committee. From this contact will con- 
ceivably come development of improved products, greater 


standardization of quality, better service. 


Hospital Exhibitors’ Association is proud of its part in 
the establishment of this group. May we suggest to hospital 
executives the wisdom of doing business with these concerns 
(members of Hospital Exhibitors’ Association) who are con- 


tributing most to the welfare of patients and hospitals. 


We invite you to submit inquiries to the Advisory Com- 
mittee—a consultation body consisting of the Presidents 
and Secretaries of Hospital Exhibitors’ Association, 
American Hospital Association and Catholic Hospital 
Association. Address care of this magazine. 


HOSPITAL 


EXHIBITORS’ 
ASSOCIATION 
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and twelve children, is being designed by Samuel 
Hannaford & Sons, Architects, Cincinnati, Ohio, 
for a hospital to be built in Frankfort, Kentucky. 
The proposed building is for the King’s Daugh- 
ters’ Hospital. 


sical lanes 

Baltimore, Maryland—Bids are being consid- 
ered for the construction of an addition to the 
nurses’ home of the Johns Hopkins Hospital. The 
addition, which will provide for 126 more rooms, 
is a move toward more economic management 
according to Dr. Winford H. Smith. Under the 
present setup the hospital must advance an allow- 
ance for lodging to graduate nurses not living at 
the nurses’ home. Funds for this construction 
have been set aside from unrestricted money com- 


ing to the hospital. 
—_p———_. 


Cumberland, Maryland—The $150,000 addition 
to the Allegany Hospital in Cumberland which is 
conducted by the Sisters of Charity of Saint Vin- 
cent de Paul, Emmitsburg, Maryland, was dedi- 
cated on Hospital Day, May 12. The new section 
which will increase the bed capacity to 130 beds, 
will contain a new maternity department, operat- 
ing rooms, twenty private rooms, administration 
rooms, staff rooms for physicians and surgeons, 
and a new kitchen and a cafeteria. The entire 
annex is modern and fireproof with the latest sci- 


entific equipment. 
<> _— 


Boston, Massachusetts—The Boston Dispensary 
will build a new 100-bed hospital, to be known as 
the Joseph H. Pratt Diagnostic Hospital, as the 
result of a gift of $500,000 from William Bing- 
ham II of Bethel, Maine. Mr. Bingham not only 
will finance the construction and equipping of the 
hospital, but will cover any deficits which may be 


incurred in operation. 
a 


Quincy, Massachusetts—The new $150,000 ad- 
ministration building of the Quincy City Hospital 


was dedicated on May 12. 
—— <> 


Battle Creek, Michigan—A PWA loan of 
$200,000 has made possible the resuming of work 
on the new community hospital in Battle Creek, 
Michigan. The building has stood as an empty 


shell because of lack of funds to finish the interior. 
a 


Reed City, Michigan—The Reed City Hospital 
has been taken over by the city and, in the future, 
will be operated as a municipal institution. The 
city accepted the institution as a gift, free of all 


incumbrances. 
——_—_—_<__. 


Staples, Minnesota—The new $60,000 municipal 
hospital at Staples has been completed and opened 
for the public. 
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Wolf Point, Montana—Bids were opened May 
18, for a new hospital at Wolf Point, Montana. 
When completed the hospital will cost between 
$40,000 and $45,000. 


siraliliedids 

New Brunswick, New Jersey—The two-story 
addition to the Middlesex Hospital in New Bruns- 
wick, which will provide two new major operating 
rooms and other facilities, is expected to be ready 
for occupancy about June 1. The project repre- 


sents an expenditure of approximately $140,000. 
— p>. 


Brooklyn, New York—The Samaritan Hospital 
of Brooklyn, the only general hospital in the State 
of New York operated under the auspices of the 
Baptist Church, is to be torn down and rebuilt. A 
campaign is to be started to raise funds to finance 
the project. Pending the completion of this work, 
no more bed patients will be accepted. The day 


clinic will continue to operate. 
—p———. 


Brooklyn, New York—A contract award has 
been made for the superstructure for the hospital 
for chronic diseases to be built on Welfare Island 
at a cost of $6,028,000. 


eee 

Buffalo, New York—An addition to Buffalo 
General Hospital, costing between $125,000 and 
$150,000, is in the process of construction. The 
new building, which will adjoin the administra- 
tion building, will have twenty patient rooms, a 
surgical department, and staff rooms. The sur- 
gical department, occupying the entire second 
floor, will be one of the most modern in the 


country. 
—~.>>____ 


New York City—The cornerstone for the new 
Eye and Ear Infirmary, which. is being built in 


the Bronx, was laid recently. 
—_—_—_—_—. 


Olean, New York—Construction work will be 
started in the near future on the new hospital to 
be erected by the Sisters of St. Francis, which 


will be known as the St. Francis Hospital. 
_——— 


Saranac Lake, New York—Construction has 
been started on the new $479,973 addition to the 
Ray Brook State Hospital at Saranac Lake. In 
addition to increasing the institution’s facilities 
100 rooms, the new unit will include a surgical 
room and solariums. 


sieapiaiblas tae 

Seneca Falls, New York—The Seneca Falls 
Hospital Board of Managers has been authorized 
by the town board to make preliminary plans for 
an addition to the present institution, or for a new 
building, to relieve overcrowded conditions, and 
improving present facilities. 


—_—$< > 
Warsaw, New York—lIt is expected that the 
new addition to the Wyoming County Community 
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CLASSIFIED ADVERTISEMENTS 


R ATES: Eight cents a word. The minimum advertisement is 25 words at a cost of $2.00, including address or key 
* number of 5 words. All answers to keyed advertisements will be forwarded. Classified advertising copy 
must be received at the office of HOSPITALS, 18 E. Division St., Chicago, Illinois, by the fifteenth of the month preceding issue. 


Commercial announcements accepted at the same rate. 


Remittance must accompany classified advertisements. 





THE AMERICAN HOSPITAL BUREAU 
(Agency) 
1825 Empire State Building 
New York City 


A Placement Service Supplying 
Hospital Administrators, Nursing School Executives, 
Department Heads, Instructors, Supervisors, Head 
Nurses, and other Professional Personnel. 
All Credentials personally verified 
C. M. Powell, R.N., 
Owner and Director. 





POSITIONS OPEN 








CONSULTANTS 





CHARLES S. PITCHER, F.A.C.H.A. .. 
Hospital and Institutional Consultant 
1521 Spruce Street, Philadelphia, Pennsylvania 





POSITIONS WANTED 





TECHNICIAN—New England hospital; must be experienced 
in both x-ray and laboratory. Excellent salary and main- 
tenance. Address Box Sl, HOSPITALS. 





THE MEDICAL BUREAU 
M. Burneice Larson, Director 
Top Floor, Pittsfield Building 

Chicago, Illinois 


SOCIAL WORKER—B.S. degree with major in social sci- 
ence; two years, case work small midwest welfare so- 
ciety; since 1928, medical social work, large teaching hos- 
pital. No. 450, Medical Bureau, Pittsfield Building, Chi- 
cago. 


INSTRUCTOR—Well trained and experienced science in- 
structor desires appointment; B.S. Columbia; graduate 
of eastern training school; ten years’ experience in teach- 
ing of sciences; woman of fine ideals and high stand- 
ards; hospital securing her services will be fortunate. 
No. 451, Medical Bureau, Pittsfield Building, Chicago. 


ADMINISTRATOR—Graduate nurse with successful record 
in hospital administration desires appointment; has had 
every honor which could be conferred upon her; trained 
and educated in the East; six years’ experience as as- 
sistant superintendent under nationally known admin- 
istrator; seven years in charge of fairly large hospital. 
No. 452, Medical Bureau, Pittsfield Building, Chicago. 


DIETITIAN—Degree from state university; year’s course in 
hospital dietetics; three years, assistant dietitian, 250- 
bed hospital. No. 453, Medical Bureau, Pittsfield Build- 
ing, Chicago. 


DIRECTOR OF NURSES—B.S., M.A. degrees; taught in pub- 
lic schools before entering training; graduate training in 
hospital administration and teaching; four years’ in- 
structing experience; two years, assistant director of 
nurses, university hospital; seven years, director of 
nurses, school averaging hundred students; recommended 
as exceptionally well qualified person, painstaking in de- 
tails concerning the student and her opportunities; am- 
bitious, quiet, reserved, well poised. highly intellectual. 
No. 455, Medical Bureau, Pittsfield Building, Chicago. 


ADMINISTRATOR, Layman—Educated in England; four 
years’ excellent training under one of the country’s best 
known administrators; ably handled responsibility of 225- 
bed hospital for twelve years; commendations stress 
genius for organization, smooth handling of hospital 
workers and success in enlisting the community’s inter- 
est and cooperation. No. 456, Medical Bureau, Pitts- 
field Building, Chicago. 


NURSE PLACEMENT SERVICE 
Adda Eldredge, R.N., Executive Director 
Room 513, 8, South Michigan Avenue 
Chicago, Illinois 


OBSTETRICAL SUPERVISOR—253-bed Eastern hospital; 
prepared to teach Obstetrical Nursing. 

ASSISTANT OPERATING ROOM SUPERVISOR in 200-bed 
Western hospital; Roman Catholic preferred. 

PEDIATRIC SUPERVISOR—Large hospital in Southern 
States; excellent hospital. 

PEDIATRIC SUPERVISOR with degree—Large Middlewest- 
ern University hospital. 

PSYCHIATRIC SUPERVISOR—400-bed hospital in Middle- 
west. 150-bed Psychiatric Dept. approved for interning. 

= NURSE—Private floor; 200-bed hospital in New York 
tate. 
MEDICAL AND SURGICAL SUPERVISOR—175-bed hospital 
in Middlewest; Protestant with experience required. 
DIRECTOR OF SCHOOL OF NURSING—100-bed Southern 
hospital; degree if possible. 

eo DIRECTOR—230-bed hospital in New England 
States. 

INSTRUCTOR NURSING ARTS—150-bed hospital in Middle- 
west; Roman Catholic preferred. 

SCIENCE INSTRUCTOR—225-bed Eastern hospital. 

SCIENCE INSTRUCTOR—475-bed hospital in Middlewest; 
Roman Catholic preferred; degree required. 

INSTRUCTOR NURSING ARTS—690-bed hospital in New 
England States. 

INSTRUCTOR NURSING ARTS—‘00-bed Western hospital; 
experience necessary; some college or degree. 

INSTRUCTOR—106-bed hospital in Southwest; young South- 
ern woman preferred. 





INTERSTATE PHYSICIANS & HOSPITAL BUREAU 
Mary E. Surbray, R.N., Director 
332 Bulkley Building 
Cleveland, Ohio 


SUPERINTENDENT OF NURSES: With experience. 250- 
bed New York hospital; graduate staff. Salary open. 
SUPERINTENDENT OF NURSES: 150-bed active Ohio hos- 

pital, school of nursing. Experience and executive ability. 

SUPERINTENDENT OF NURSES: 100-bed Pennsylvania 
hospital, school for nurses. Educational advantages. 

ASSISTANT DIRECTOR OF NURSES (FIRST): 700-bed 
mid-western hospital; students and graduate staff. Re- 
quirements: College graduate, executive ability. Salary, 
$125, maintenance. 

ASSISTANT DIRECTOR OF NURSES: 250-bed New Eng- 
land hospital, 60 students. Graduate staff, 45. Salary 
open. 

SCIENCE INSTRUCTOR: 400-bed Ohio hospital. Catholic 
preferred. College degree, teaching experience. Open 
August. 

SCIENCE INSTRUCTOR: Educational qualifications, expe- 
rience. 250-bed Iowa hospital. Open August. (a) 200- 
bed Wisconsin hospital. 

INSTRUCTOR OF NURSES: 150-bed New York hospital. 
Opportunity of attending Columbia University. Salary, 
$125, maintenance. 

PRACTICAL INSTRUCTOR: 225-bed Massachusetts hos- 
pital, near Boston. Modern well equipped class rooms. 
Desirable connection. Salary open. (b) 250-bed New 
England hospital. Open August. (c) 200-bed New Jer- 
sey hospital. 

SUPERVISORS MEDICAL, SURGICAL, OBSTETRICAL 
AND PEDIATRICS: Eastern, Mid-Western States. 
GENERAL DUTY: Graduate nurses, recent graduates con- 

sidered. General hospitals and Tuberculosis sanitariums. 

DIETITIAN: 160-bed hospital, New York State. Some 
teaching. Salary open. 

RECORD LIBRARIAN: 200-bed hospital, Central States. One 
who can type preferred. Salary open. 
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Hospital in Warsaw will be completed and ready 
for occupancy in the Fall. The new wing, which 
will cost approximately $38,200, is to be used prin- 
cipally for maternity purposes. 

° —_——— 

White Plains, New York—To relieye over- 
crowded conditions, the Sisters of St. Francis will 
build a $100,000 addition at St. Agnes Hospital. 

Black Mountain, North Carolina—The corner- 
stone of the Western North Carolina sanatorium, 
which is being built near Black Mountain, will be 
laid the latter part of June or the first part of 


July. 
—_—_< 


Charlotte, North Carolina—An addition, to cost 
$19,900, will be made to the Good Samaritan 
Hospital. 


clijeibiittiaiatisihin 

Elkin, North Carolina—The Hugh Chatham 
Memorial Hospital will double its capacity with 
the completion of an addition, for which contract 
has been let and construction work started. 

RE ce 

Kannapolis, North Carolina—The Cabarrus 
County General Hospital will be completed during 
the month of May and will be opened during June 


or July. 
a 


Devils Lake, North Dakota—Th« ew five-story 
fireproof addition to Mercy Hospital was dedi- 
cated and the chapel altar consecrated on May 12. 
The building is of reinforced concrete skeleton 
construction, with brick and tile walls. 

aaah 

Lima, Ohio—The new hospital unit of the Allen 
County Children’s Home, which was completed 
last Fall as a public works project, was dedicated 
recently. Equipment was provided through dona- 
tions, and through the use of part of the local 
proceeds of the President’s charity ball. 

cleats 

Toledo, Ohio—A $100,000 clinic, first unit of the 
East Side Hospital expansion project, will be dedi- 
cated in the near future. The three-story fire- 
proof structure is air-conditioned and has an oil- 


burning steam-heated system. 
—_——_ 


Philadelphia, Pennsylvania—The Philadelphia 
Shriners’ Hospital for Crippled Children will 
share in the $50,000 estate of Alex H. Patterson, 


late Pittsburgh grain dealer. 
—_—__—_. 


Sumter, South Carolina—The bulk of an estate, 
estimated at between one-half and three-quarters 
of a million dollars, was left to the Tuomey Hos- 
pital, Sumter, South Carolina, in the will of the 
late Neill O’Donnell. Mr. O’Donnell was a broth- 
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er-in-law of Timothy J. Tuomey, founder of the’ 
Tuomey Hospital, and was the last of the original 
life trustees of the hospital. ; 
Bh SE 

Memphis, Tennessee—Plans for improvements 


_ of the Methodist Hospital of Memphis, which will 


cost approximately $250,000, have been submitted 
to the board for approval. The plans call for a 
four-story addition to the main building, adding 
accommodations for about 100 beds. A new 


‘nurses’ home is up for consideration, and im. 


provements for the hospital grounds. 
sicicheliiliciaiems 
Memphis, Tennessee—Plans are in progress / 
and contracts will be let in July for the proposed 
$350,000 additions to the Baptist Memorial Hos.’ 
pital in Memphis. 
stadia asad 
Clarksville, Texas—The new $75,000 Red River 
County Hospital will be ready for occupancy in 


June. 
————_— 


Weimar, Texas—Plans were completed recently” 
for the erection of a modern Colorado County. 


hospital in Waimar. 
—_— 


Parkersburg, West Virginia—The formal open- 
ing of the city hospital was held May 12. 
snscabiaitinadiie 
Amery, Wisconsin—Construction work on 4 
new hospital for Amery will be started in the near | 


future. 
—_—— 


Beaver Dam, Wisconsin—The recently com- 
pleted three-story addition to the Lutheran Dea- | 
coness Hospital at Beaver Dam has been formally > 
dedicated. The new fireproof structure is built” 
of tile and brick and is separated from the old? 
building by fireproof doors. Spacious rooms, pri- 
vate, semi-private, and wards for four beds, have 


increased the bed capacity to 50 beds. 
———— 


Dodgeville, Wisconsin—A bequest of approxi- 
mately $30,000 has been left to St. Joseph’s Hos- 
pital in Dodgeville in the will of the late Thomas” 


Mahoney of Ridgeway, Wisconsin. 
——_——_——. 


Montieth, Ontario, Canada—A special hospital 
for the study of silicosis is to be established by 
the Ontario Government at Montieth. The build- 
ing, known as the Northern Academy, which has | 
been used as a school and as a soldiers’ home, will 


be used for the hospital. 
—_—— 


Cairo, Egypt—A new hospital, which has cost 
more than $5,000,000, has been opened on the 
banks of the Nile. It is a 2,500-bed hospital and’ 
has provisions for treating over 10,000 patients 
a day. q 
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NURSERY EQUIPMENT 


Invaluable in the care of pre- 
mature or otherwise frail children is 
the Hessinfant incubator. (Right) 


Provides for safe application of 
heat in accordance with day to day 
needs of the individual child. Tem- 
perature control accurately secured 
by seven-point rheostat. Water 
jacket protects incubator chamber 
from overheating or sudden 
changes in temperature. 


Send for complete information. 














INFANT OXYGEN THERAPY UNIT « « This important new accessory 


{left} fits closely over the top of the Hess incubator, replacing the standard in- 
cubator cover and hood, and provides for the administration of an oxygen con- 
centration of from 38% to 80% as required in the treatment of asphyxia after re- 
suscitation in the newborn, cyanosis in young infants, and pulmonary infections. 


SCANLAN-MORRIS COMPANY 


HOSPITAL FURNITURE - - - STERILIZING APPARATUS 


MADISON, WISCONSIN 


Operay Laboratories Scanlan Laboratories. Inc. 


SURGICAL LIGHTS SURGICAL SUTURES 
TTI RAR EE SL I TET BIH 
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with their NEW LAUNDRY 
() LL theyre doing work for others, too. 


_ Section of the new 
o LAUNDRY DEPT. 





oe at 
_ FELICIAN SISTERS’ 
CONVENT, 
Plymouth, Michigan, 
showing 
American CASCADE 
Washers, _THERMO- 
‘VENTO Tumbler and 


‘Underdriven Extractor 

















_ Finishing Department, 
showing 
American 4-Roll Flat 
Work lroner, 
ZARMO Presses 
and 


lroning Boards. 














At Felician Sisters’ Convent, Detroit, the equipment in the 
laundry department was not only obsolete and inadequate 
but, because of insufficient safety devices, only experi- 
‘enced operators could be allowed to work in the laundry. 
Therefore, when a new building was being planned, at 
Plymouth, Michigan, an American Laundry Advisor was 
called in. After a careful survey he recommended the 
installation of the modern, more efficient equipment shown 
above. As a result, the new laundry department at Felician 
Sisters’ beautiful, new convent is not only handling their 
work on a faster service schedule and producing better 
quality at a considerably lower cost, but, in addition, is 
doing the work of several other houses in the diocese. 
And now, with the new machines all equipped with latest 
safety features, novices can 
safely operate them and re- 
ceive practical training in the 
laundry. If you have a laun- , 
ASK FOR 
Bee a \iGRICAN dry problem, write for an 
AUNT: 3 2 (ee) AmericanLaundry Advisorto EE. 
ADVISOR call. No obligation, of course. CINCINNATI. OHIO 
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—-GERMA- MEDICA 


AMERICA’S FAVORITE SURGICAL SOAP 


prone 


WHEN your staff doctors are satisfied with the supplies 
and equipment you provide, your hospital prospers. 
Inevitably, bed occupancy and hospital income increase. 
But, if you compromise with quality on important details 
—like scrub up room equipment—they recognize immedi- 
ately a handicap to their practice. Too, they feel justified 
in sending future hospital cases elsewhere. 


Every doctor who uses your scrub up rooms expects— 
and needs—a soap that won’t irritate his hands. He needs 
a surgical soap that assures sterility—a surgical soap 
that protects him and his patients from the dangers of 
infection. In short, he needs Germa-Medica. 


More than 60% of America’s hospitals use Germa-Medica. 
For Germa-Medica is dependable. Its penetrating lather 
not only dissolves dead tissue and removes bacteria, 
but its olive oil content prevents skin irritation—no 
matter how frequently Germa-Medica is used. 


You’ll win the gratitude of your doctors by supplying 
them with Germa-Medica. Because no other surgical soap 


they have ever used can give a more satisfying scrub up. 
= 
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DISPENSERS APPROVED BY 
THE AMERICAN COLLEGE OF SURGEONS 


LEVERNIER PORTABLE 


FOOT PEDAL 


i OPI BON 


SOAP DISPENSERS 


For standards of excellence, the 
Levernier Dispensers* now merit 
the approval of the American 
College of Surgeons. 


For years, the Levernier Dispen- 
sers—Single and Twin—have 
been recognized by the hospitals 


for their economical and sanitary 
method of dispensing soap. 


These non-contact dispensers act 
with precision, provide a sanitary 
technique without waste, can 
be moved where desired. Bowls 
and pumps are easily sterilized. 


*Furnished free to quantity users of Germa-Medica. 
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STANDARDIZED BATTERIES OF STERILIZERS 












FOR THE SURGERY 


J include non-pressure (boiling) 


instrument sterilizer, hot and cold water steri- 





lizers, autoclave (dressing sterilizer), which 

serves for dressings, utensils and solutions. 
These batteries, complete to the last detail, 

ready for connection to the institution's supply 


lines, are available for quick delivery in a 








wide variety of sizes—for steam, gas or electric 







*% STEAM HEATED iil 











Every modern development 


that makes for efficient, rapid 


be ‘ » ae . . . . . . 
‘ re a and precise sterilization is 
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Ask for catalog section ‘Z’’—a book 








filled with practical engineering data 
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AMERICAN STERILIZER COMPANY 


ERIE, PENNSYLVANIA 
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degrees, is harnessed and controlled by hands 
and eyes whose safety justifies their owner’s 
faith in the manufacturer of the protective 


armor he wears. 


For more than a generation CURITY has been 
a leading maker and supplier of surgical dress- 
ings. Its rigid adherence to the highest quality 
standards, over this period, has welded the con- 
fidence of hospitals and surgeons in all products 
bearing the CURITY name. This “confidence 
in the maker” led a continually increasing 
number of surgeons to the exclusive use of 


CURITY sutures. A clinical test will show you, 
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GONFIDEN 


IN THE MAKER 


Heart, measured in thousands of centigrade 


too, the improvements which CURITY’S lab- 
oratory research methods have contributed to 


the advancement of uniform, reliable sutures. 


LEWIS MANUFACTURING CO. 
Division of THE KENDALL COMPANY, Walpole, Mass. 
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Modernize Your Beds 


WITH THE HALL FLOATING SPRING .. AN INNOVATION 
IN HOSPITAL SPRING CONSTRUCTION 


This Hall Gatch Bottom Has a COMPLETELY SUSPENDED Box Spring 


Here is the “home box spring” principle 
applied to the Gatch bottom . . . and without 
one cross support. 


Gives unusual buoyancy for any body 
weight regardless of the position. 


Easy operation of the back rest and knee 
support. 


Fits any Hall Bed of same size . . . old beds 
or new. Users are enthusiastic about this 
Hall Floating Spring. 


Write for full details. 





Frank A. Hall & Sons, New York City. Offices: 118-122 Baxter St. Salesrooms: 25 W. 45th St. 
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SCIENTIFIC ~™ 


THE HOSPITAL STANDARDS OF 


CLEANLINESS and 
WYANDOTTE PRODUCTS 


About Williams’ The value of Wyandotte cleaning is proved 
e ° scientifically—and by a generally pleasing “at- 
S pecial Service mosphere,” a combination appreciated by the 


staff, the patients and visitors. 


” House Cleaning 


TRAINING a ee BS 
SCHOOLS? aM. al 
aundry 


@ Wyandotte products, specialized for each depart- 
ment, are sold with a guaranty of a refund if the 
Write today for Catalog HT consumer should not be satisfied. A Wyandotte 

¥ dealer and Service Representatives are in your 


and Details vicinity. 





THE J.B. FORD 
Com COMPANY 


Designers and manufacturers since 1876 PRODUCTS Wyandotte, Mich. 
INTERNS’ SUITS 
GOWNS @ NURSES’ UNIFORMS @ CAPES 


246 South 11th Street Philadelphia, Pa. 























HOSPITALS 





Td 


This trade mark identifies all hospital 
products manufactured by The Seam- 
less Rubber Co. Look for it—it is a 
mark of quality. 
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NO TELL-TALE “DRIP’ MARKS 


Here are “gloveless gloves’’— sur- 
geons’ gloves that fit like second 
skin because they’re anatomically 
made of fine, pure tissue-thin latex. 
Every glove is uniformly thin. No 
thickened spots or imperfections to 
dull the touch. Blow up one of the 
fingers. You will find it unblem- 
ished, with no tell-tale ‘‘drip” marks 
to blur the delicate sensitivity of 
skilled fingers. Yet the latex used 
has such high tensile strength that 
these gloves far outwear surgeons’ 
gloves of ordinary rubber. The next 
time you order from your Supply 
House, ask for Seamless Standard 
LATEX Surgeons’ Gloves. Smooth or 
roughened (chamois-finish) surface. 
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In addition to Seamless Standard Sur- 
geons’ Gloves, your Hospital Supply 
House maintains complete stocks of a 
irt- ' wide variety of other Seamless rubber 
the products for hospital use. The Seamless 
tte " Rubber Co., Inc., New Haven, Conn. 
our 
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Standard Latex SURGEONS GLOVES 
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E cH YEAR millions of patients are 


admitted to the operating rooms of Ameri- 


can hospitals to receive the benefits of 
modern surgery. Few of these patients 
realize how much a good anesthesia con- 
tributes to the success of the operation. 
Many new anesthetic agents have been 
introduced since ether was first employed 


in surgery over 90 years ago, and each of 


these has a particular value in its special 
field of usefulness, yet ether continues to 
be the safest, the most adaptable and the 
most widely used. 

The use of Squibb Ether in over 80 per 
cent of American hospitals is a striking 
evidence of the confidence which sur- 
geons and anesthetists have in its purity, 


uniformity and effectiveness. 


For literature write Professional Service Dept., E. R. Squibb & Sons, 745 Fifth Ave., New York. 


SQUIBB ETHER 
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The Sixth Convent 
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GENERAL ELECTRIC ANNOUNCES 
A NEW 400 KV. THERAPY UNIT 





SELF-CONTAINED, completely oil-immersed therapy unit 

for shockproof operation at 400,000 volts, with a 

motor-operated mechanism for raising and lowering the 

tube head—there you have a concise description of this 
latest G-E development, the Maximar “400”. 

G-E engineers were optimistic when they set this objec- 
tive, because the same principle of design had proved 
eminently successful in the original Maximar for 200 kv. 
therapy. With this as a basis, and drawing on their wide 
experience in the design of various types of equipment for 
400 kv. therapy, they attained their objective—a unit that 
is self-contained, very compact, unusually flexible, shock- 
proof, practical and efficient. 

The fact that this development greatly increases the 
feasibility of equipping for 400 kv. therapy is obviously 
the most important phase of this announcement. If, for 
example, limited floor space is one of your problems, 
you'll find the Maximar “400” a timely and practical solu- 
tion. Likewise it is a logical answer to other problems. 

The name Maximar “400” serves to identify this new 
unit as of the same general design as the original G-E 
Maximar for 200 kv. therapy; i. e., completely oil-immersed 
and self-contained. Dustproof and moisture proof, and 


Self-Contained — 
* § 

Completely. 

Oil-Immersed — 





For a Practical, Efficient, 
and Economic 
Single-Room Installation 











therefore free from the effects of atmospheric variations, 
this type of equipment is reliable in all habitable climes. 
Records of performance of the original Maximar “200” 
used in all parts of the world, prove this conciusively. 

The ease and convenience with which the tube head of 
the Maximar “400” may be adjusted to the patient will 
impress you. Vertical adjustment is obtained by an ingen- 
ious motor-operated mechanism, while rotation is made 
manually to the most advantageous treatment angle. A 
vertical control panel provides the most modern devices 
for ease and convenience in controlling the x-ray energy, 
and accurate measurement of dosage. 

Let us send you full information on the Maximar “400", 
that you may better evaluate the exclusive features which 
will simplify your plans for a modern super-voltage 
therapy service. 


GENERAL & ELECTRIC 
. X-RAY CORPORATION 


CHICAGO, ILLINOUS 


! 
2012 JACKSON BLVD. 











